














A PSYCHIATRIC WORD BOOK 
A Lexicon of Psychiatric and Psychoanalytic Terms—for Students of 
Medicine and Nursing, and Psychiatric Social Workers 
By RICHARD H. HUTCHINGS, M. D. 
Seventh Edition (April 1943) Revised and Enlarged 
Fourth Printing 
255 pages; pocket size; gold-stamped, ruby, waterproof, 
semi-flexible, cloth binding 
PRICE $1.50 POSTPAID 


From Reviews of Seventh Edition— 


This very useful and convenient pocket-size lexicon . . . will be found to 
contain all the terms . . . that any one is likely to need who reads psychiatric 
literature or speaks the language. —American Journal of Psychiatry 


A book which admirably fulfills its purpose. This new edition includes 
Rorschach terms and short biographical notices. 


—American Journal of Orthopsychiatry 
STATE HOSPITALS PRESS Utica, N. Y. 











Just Published 
MODERN PHILOSOPHERS 
— Western Thought Since Kant — 
by Howarp C. McEroy 


Here is an authoritative and comprehensive survey of 19th and 20th 
century philosophy. The distinguished author of this volume presents 
a concise and enlightened summary in broad outline of four great intel- 
lectual currents: Hegel and His Successors, Philosophers of Science, 
Modern Aristotelians, and Anti-intellectuals. 

*Kant *Lotze *Dewey *Russell 
*Hegel *Mill *Bergson “Schweitzer 


*Marx *Heidegger *Whitehead “Nietzsche 
*Schopenhauer *Sartre *Santayana *Bowne 


*Bentham *Peirce *Brunschvieg “Brightman 
*Comte *James *Maritain * & others 


Cloth, $4.00 


RUSSELL F. MOORE CO. 
475 Fifth Avenue, New York 17 

















MANUALS FOR EXAMINATIONS AND CLASSIFICATION--- 
Published by The State Hospitals Press, Utiea, N. Y. 


OUTLINES FOR PSYCHIATRIC EXAMINATIONS 
Edited by NOLAN D. C. LEWIS, M. D. 


Third edition, completely revised and enlarged, (1943) of the 
Guides for History Taking and Clinical Examination of 
Psychiatric Cases, edited in 1921 by George H. Kirby, M. D., 
and revised in 1938 by Clarence 0. Cheney, M.D. 158 pages. 
Cloth. $1.50. 


STATISTICAL GUIDE 
Twelfth Edition, revised to April 1, 1943 


The official classification of mental disorders as adopted by the 
American Psychiatric Association, together with instructive 
definitions of, and explanatory notes on, the various groups. 
69 pages. Paper. 50 cents. 


OUTLINE FOR THE PSYCHIATRIC CLASSIFICATION OF 
PROBLEM CHILDREN 


By SANGER BROWN, II, M. D., 
HORATIO M. POLLOCK, Ph.D., 
HOWARD W. POTTER, M. D., 
and DONALD W. COHEN, M. D. 


This revised edition of a psychiatric classification—approved 
by the committee on statistics of the New York State Depart- 
ment of Mental Hygiene—is intended for use in child guidance 
elinies, children’s courts, institutions, and psychiatric school 
clinics. The contents include: (1) psychiatric classification 
into eight major groups; (2) supplementary classification un- 
der the major groups; (3) diagnostic procedure; (4) general 
instructions including definitions and explanatory notes. 
15 pages. Paper. 25 cents. 





All Prices Postpaid 
Make remittances payable to 


STATE HOSPITALS PRESS 

















PINEWOOD 


Dr. JOSEPH EPSTEZIN—Dr. LOUIS WENDER 
Physicians in Charge 
Dr. HERMAN O. PINEAS 
Senior Physician 
Dr. MARIANNA WESTMAN—Dr. LEONARD WEINROTH 
Resident Physicians 
WESTCHESTER COUNTY 
Katonag, N. Y. KAaTONAH 775 

A psychiatric hospital licensed by the Department of Mental Hygiene and 
approved for resident training in psychiatry. Patients receive the benefit of 
advanced methods in diagnosis and therapy. 

In addition to the various shock therapies, patients receive both individual 
and group psychotherapy. 

Consulting staff of specialists. Monthly clinical conferences open to the 
profession. 

N. Y. CITY OFFICES—BY APPOINTMENT 
59 East 79 St.—Mon., Wed., Fri.—BU. 8-0580 
Dr. Wender 
975 Park Ave.—Tues., Thurs., Sat.—RH. 4-3700 
Dr. Epstein 











GUIDE FOR THE DEVELOPMENT OF 
PSYCHIATRIC SOCIAL WORK IN 
STATE HOSPITALS 


By Hester B. CruTcHER 


This guide consists of outlines for social work procedure in State 
hospitals. The material deals with interviews, home visits, use of 
social service exchange, history taking, home care, the social 
analysis, clinie service, community work and other topics. A 
modern presentation of psychiatric social work. 


1933 


58 Pages Paper Cover Price 50 Cents 


Orders accompanied by remittance should be sent 
directly to the 


STATE HOSPITALS PRESS 
Utiea, N. Y. 














The Psychoanalytic Review 

A Quarterly Educational American Journal of Psychoanalysis 

Devoted to an Understanding of Human Behavior 
Founded in 1913 by 
WM. A. WHITE, M. D., and 8S. E. JELLIFFE, M. D. 
Managing Editor 
Nouan D. C. Lewis, M. D. 

Issued Quarterly: $8.00 per Volume; Single Numbers, $2.25 

Outside Continental U. 8S. A., $8.80 
Copyright by Smith Ely Jelliffe Trust, Carel Goldschmidt, Trustee, 1951 

THE PSYCHOANALYTIC REVIEW 
70 Pine Street, New York 5, N. Y. 








JOURNAL OF NERVOUS AND MENTAL DISEASE 
Founded in 1874 by Dr. J. S. Jewell and Dr. H. M. Bannister of Chicago, Il. 
Managing Editor, NOLAN D. C. LEWIS, M. D. 

This educational monthly journal was established in 1874, and from that time 
on has been the chief representative of the field of American neurology and 
psychiatry. It represents the chief work in progressive neurology and psychi- 
atry. A thoroughly progressive and modern magazine. Independent of cliques 
or special privileges. 

$14.00 Yearly 2 Volumes a Year $15.50 Foreign 
Copyright by Smith Ely Jelliffe Trust, Carel Goldschmidt, Trustee, 1951 
Orders to be sent to 
JOURNAL OF NERVOUS AND MENTAL DISEASE 
70 Pine Street, New York 5, N. Y. 











SOCIAL AND BIOLOGICAL ASPECTS OF MENTAL DISEASE 


By 


BENJAMIN MALZBERG, Ph.D. 
New York State Department of Mental Hygiene 


Statistical analyses of the records of admissions to New York civil 
state hospitals provide a basis for study of these vital problems: 
the increase of mental disease; the relation of mental disease to age, 
sex, environment and marriage, nativity and race; expectation of life; 
the efficacy of insulin shock therapy. A valuable work of reference 
for the psychiatrist, the biologist, the sociologist and the statistician. 


Clothbound 1940 360 pages with index 
Price - . : $2.50 


STATE HOSPITALS PRESS 
Utica, N. Y. 











Vol. 25 OCTOBER 1951 


Tue Psycuiatric QuaRTERLY 


EDITORIAL BOARD 
NEWTON BIGELOW, M. D., Editor 
DUNCAN WHITEHEAD, M. D., Acting Editor 


JaMES N, PALMER, M. D., Associate Editor 
ZYGMUNT A. PIOTROWSKI, Ph.D., Associate Editor 
ANNA J. GOSLINE, M. D., Associate Editor 

Grorce A. Jervis, M. D., Associate Editor 


GEORGE MONROE WHITE, B. Lit., Assistant Editor 


PUBLISHED BY AUTHORITY OF THE 
NEW YORK STATE DEPARTMENT OF MENTAL HYGIENE 


NEWTON BIGELOW, M. D., Commissioner 


*Dr. Whitehead is serving as editor of THE Quarrerty following Dr. Bigelow’s 
appointment as Commissioner of Mental Hygiene. 


The Psychiatric Quarterly, formerly the State Hospital Quarterly, is the official organ 
of the New York State Department of Mental Hygiene. 

Volumes begin with the January number. Individual subscription rate, $6.00 a year 
in U. 8. and its possessions; $6.50 elsewhere. 

Editorial communications, books for review and exchange should be addressed to the 
editor, Utica State Hospital, Utica 2, N. Y. 

Business communications, remittances and subscriptions should be addressed to the 
State Hospitals Press, Utica 2, N. Y. 

Entered as second-class matter April 17, 1917, at the postoffice at Utica, N. Y., under 
the Act of March 3, 1897. 


Copyright 1951 by THE PSYCHIATRIC QUARTERLY 








MANUSCRIPTS 


Contributions from any reliable source will be considered for 
publication. Manuscripts should be addressed to The Editor, 
PsycHIaATRIc QuarTERLY, Utica State Hospital, Utica 2, N. Y. 

Manuscripts should be submitted in original (not carbon) copy, 
typewritten cleanly, double-spaced, with wide margins, typed on 
one side of the paper only. Paper should be light weight, bond 
finish, and opaque; onion skin should not be used. The author 
should keep a copy for convenience in editorial correspondence. 

Short summaries to conclude all articles are requested. Con- 
tributors are asked to consult current issues of THE QUARTERLY 
for style of reference lists and bibliographies and to submit such 
lists in the form used by this journal. 

A short, autobiographical note is requested from each con- 
tributor. 

THe QuarterLy makes a moderate allowance, without charge to 
the author, for illustrations and tabular matter. Authors may be 
asked to meet costs of such material in excess of this allowance. 
Authors may also be asked to meet costs of type-setting for any 
extensive changes made by them after an accepted paper is in 
proof. THe QuarrTerLy supplies 25 free reprints for each article 
printed, with a varying additional allowance for papers with co- 
authors ; further reprints may be ordered at a price schedule which 
is set to cover costs. Reprinting elsewhere for book publication or 
other purposes may be arranged by agreement with the editor. 

Articles accepted by Tue Quarterty are for first and exclusive 
publication unless otherwise agreed by specific arrangement with 
the editor. Co-publication or re-publication must be arranged with 
the editor before publication in THe QuaRTERLy. 





PURPOSEFUL INHALATION OF GASOLINE VAPORS 


BY ORRIS W. CLINGER, M. D., AND NELSON A. JOHNSON, M. 8. W. 


This paper is written to report an unusual symptom picture— 
the purposeful inhalation of gasoline vapors. A detailed descrip- 
tion of one case is given: that of a boy who was addicted to the 
practice for a number of years before coming to the attention of 
' the authors as a schizophrenic patient. The investigation of this 
case led to the discovery that a group of other boys had indulged 
in the same practice. The paper also reports the case of a third 
boy, in an entirely different community, who. was found to have 
engaged in voluntary inhalation of gasoline vapors. 

Although the literature contains numerous references to invol- 
untary, accidental, benzine intoxication, there is no report of the 
habit among adolescent boys, deliberately indulged in for the fan- 
tasy-provoking, hallucinatory effect. Typical of the literature is 
the report by Lawrence that the inhalation of petrol produces ef- 
fects similar to those found in alcoholism; excitement, hysterical 
laughing and crying, irritability, and quarrelsomeness; he adds 
that hallucinations may be present.’ Machle describes patients 
who displayed displeasure, combative behavior, violent cursing, 
and irritability following the accidental inhalation of gasoline 
vapor.? The closest parallel to the observations of the present 
authors is Schneck’s description of a case of schizophrenia in 
which chloroform habituation was a prominent feature.’ 

A Negro boy of 16 was admitted to Warren (Pa.) State Hospital 
in 1946. Almost the only reason given for his commitment was 
his addiction to the habit of inhaling gasoline fumes. His parents 
reported this habit as one which the boy seemed powerless to over- 
come. The family physician said in his committing certificate: 
“He has become an habitué of gasoline inhalation and the habit 
has caused him to become incorrigible, abusive, and threatening to 
his parents.” 

In the initial history given by the parents, it was said that the 
patient had found the desire to “sniff” gasoline so compelling that 
he would secrete cans of gasoline in the woods near his home and 
spend half a day at a time, whenever he could evade his family’s 
surveillance, lying flat on the ground with his nose over the open- 
ing of the gasoline can. His family resorted to reasoning, bribery, 
threats, and physical punishment in an effort to break him of the 
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habit, but without success. They reported that in the year before 
his hospital commitment they had noticed definite personality 
changes, consisting of loss of interest in his school activities, in 
his personal appearance, and in everything in his environment. 
Each of these changes they attributed directly to the gasoline ad- 
diction. He became progressively more sullen and antagonistic. 
“When we tried to reason with him, he would put his fingers in 
his ears.” 

When all other efforts failed, the parents finally tried chaining 
the boy to keep him from leaving the house and running to one of 
his haunts in the woods. After three days of being chained, he 
obtained a hacksaw, freed himself, and immediately ran to the 
woods and resumed his habit. During the month preceding hos- 
pitalization, “he seemed to get just crazed with the idea of smell- 
ing gas. He got restless and nervous when he was away from the 
gas. We noticed that during that month he would talk to the can 
while he was sniffing the gas.” 

After arriving at the hospital, the patient at first seemed to con- 
firm the family’s description of the gasoline inhalation as behavior 
which was primarily of an obsessive-compulsive nature. “If I was 
doing something else, like playing baseball, I wouldn’t think about 
the gas and it didn’t bother me, but when I didn’t have anything 
else to do, I just got possessed with the idea that I had to smell 
gasoline—and then I couldn’t rest until I got some. I knew it was 
a bad habit and that it would harm me like my folks said, but I 
just couldn’t stop it.” 

When asked for the sensations experienced during the inhala- 
tion, this was his description: “Well, it makes you feel dizzy; you 
feel kind of numb and if you hurt yourself or bump your leg, it 
just doesn’t hurt.” 

The family’s history of the boy was not particularly helpful. The 
patient had been born at full term, without complications, had 
walked and talked at a normal age, and had been considered “an 
unusually good baby.” He appeared fond of his older brother, 
but seldom played with other children during his pre-school years. 
He did well in school work, had no difficulty with schoolmates, en- 
joyed reading, music, and dancing. The father owned and oper- 
ated a garage and had provided comfortably for the family. The 
family had lived for 25 years in a small settlement of half a dozen 
houses located about two miles from a community of 7,000 popula- 
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tion. The patient was the youngest of four children, and all four 
had attended a rural grade school and then commuted to the larger 
community to attend high school. The boy was in the second year 
of high school at the time of hospitalization. The parents asserted 
that although Negro families constituted only a fractional minority 
of the community, the patient and his siblings had been well ac- 
cepted by their white schoolmates. Two of the patient’s closest 
playmates were white boys of low-income families. 

Further and more detailed clinical studies during the weeks im- 
mediately following hospital admission, however, disclosed many 
other features. The boy began to elaborate more and more freely 
about his earlier life. He told of enuresis lasting until the age of 
10, a fear of the dark “as far back as I can remember,” a long- 
standing preference for rough physical exercise, and increasing 
difficulty with school work as he approached the high school level. 
Contrary to the family’s description of a boy who got along well 
with others, he expressed a definite preference for solitary pleas- 
ures like fishing and hunting, and said that he had not felt at ease 
outside the family circle. He described bitterness over some of 
the punishments he had received at the hands of his parents. They 
had made him give up boxing and threatened him with physical 
harm if he did not obey. When he became involved in any school 
trouble, his father had beaten him severely and the memory of the 
punishment remained vividly in the patient’s mind. Later, when 
the quarrels over the gasoline inhalation had begun, he had be- 
come frightened by his father’s threats to take him to a reform 
school or the state mental hospital. 

The information which he now produced in greater detail seemed 
consistent with the findings of the comprehensive psychological 
studies which were undertaken in these first weeks. The Wechsler- 
Bellevue, Stanford-Binet, Bernreuter Personality Inventory, the 
California Personality, Minnesota Multiphasic, and Rorschach 
tests were administered. Those studies indicated a low average 
intelligence (I. Q. of 87), tendencies toward withdrawal and intro- 
version, with some psychopathic patterning... A few responses sug- 
gested a sexual disturbance with oral implications. 

Physical, laboratory, and neurological examinations were essen- 
tially negative, including specific examinations for lead poisoning. 

The patient’s social reactions during the initial weeks of obser- 
vation showed marked variations. When engaged in a ball game 
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with other patients or in any other form of group activity, he 
would appear active, laughing and gay, even to the point of boister- 
ousness. If anything, his behavior at these times seemed too 
forced and excessive to be called spontaneous. When he was alone 
on the ward, on the other hand, he was seen to be definitely apa- 
thetic, showing no apparent interest in the events of the ward, 
initiating no conversation, often failing to respond to the physi- 
cian’s greeting. He appeared indifferent to hospital procedure 
and regulations; no departure from this indifference was evident 
when he was transferred to a less desirable ward because of his 
infractions of some of the regulations. 

Interviews with the patient were continued during the three 
months that he remained in the hospital. Gradually he revealed 
a much different description of his gasoline inhalation from that 
originally given. He said that, when he inhaled the vapor: “TI 
would see people dressed up in pretty clothes walking along the 
streets and talking to each other. I could hear their voices mur- 
muring, but I could never quite hear what they said, although I 
could tell that they were happy and gay and enjoying themselves. 
Then I could see lots of water and many different bright colors. 
Sometimes when I was smelling the gas I had the feeling that 
either my mother or my brother was calling me in a soft voice—it 
seemed that I could hear my name.” 

He found these hallucinatory experiences so pleasant that he 
tried to prolong them, and, “I would go on smelling the gas until 
the fumes were all gone. Then I would get a fresh can of gas and 
start all over again.” He insisted that the hallucinations were as- 
sociated only with the gasoline inhalation and that they never oc- 
curred after his arrival at the hospital. 

Toward the end of his hospitalization the patient gave further 
and more complete details of the inhalation practice. He then said 
that he had been only six or seven years old when he had noticed 
that several boys in the neighborhood seemed to get pleasure from 
smelling gasoline in containers around his father’s garage. His 
older brother was a member of the group, and, since the patient 
had always admired and imitated this brother, he readily followed 
his suggestion that he also smell the fumes. He found that he en- 
joyed the experience and therefore continued it even after his par- 
ents had discovered what was going on and had commanded the 
boys to stop. The father punished him severely, and other mem- 
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bers of the family urged him to give up the practice but he was in- 
creasingly attracted to it. 

He said he did not remember exactly when he began to combine 
the inhalation of the fumes with sexual fantasies, but gradually 
the association became established. His closest friend outside the 
family was a white boy named Joe, who was of his own age. They 
would lie on the ground in the woods or in the high grass of a field 
and shortly after beginning to inhale the fumes would indulge in 
mutual masturbation. At other times the patient would be alone 
and would have an erection and ejaculation during the process of 
the inhalation. Implementing the ejaculation would be sexual fan- 
tasies, sometimes of a heterosexual nature, but more often of a 
homosexual type, involving boys of his own age. In these later 
interviews the patient acknowledged as false his earlier denials 
that any sexual gratification had accompanied the gasoline inhala- 
tion. He now stated that this was the specific objective of the in- 
halation and that it was common practice among his group of 
friends in the district. 

This was the first implication that the inhaling of gasoline fumes 
might have been practised by others. A community investigation 
revealed interesting information about this phenomenon and also 
added to the picture of the patient’s earlier life. All of his old 
school teachers, some of his neighbors, his brother, and one of his 
boyhood friends were interviewed. It was learned that he was in- 
troduced to the practice by his older brother, that several of his 
companions had indulged in inhalation for short periods, and that 
although the patient had later persuaded first one and then an- 
other of his closer friends to join him in the practice, each of the 
others had reportedly broken away from the habit, while the pa- 
tient had continued it without interruption from the age of six 
until he entered the hospital. These stories, when pieced together, 
created a picture markedly different from that originally drawn 
by the patient’s parents. 

According to the new sources, the patient had followed the pat- 
tern established by his brother, who had been a behavior problem 
in school and in the neighborhood. All of the persons interviewed 
commented on the patient’s obvious attempts to imitate his 
brother. The principal difference between the boys was said to 
lie in the patient’s obedient and respectful attitude when rebuked 
by teachers for anything he had done. All of his teachers com- 
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mented that he had gone out of his way in the classroom to get at- 
tention. “He volunteered to answer every question, even though 
his answer was wrong more than half the time. He never seemed 
to mind if the answer was wrong, so long as he was called on to 
recite.” Instead of being the popular, friendly boy his parents 
had described, the patient had actually been involved in fights with 
other children, and was extremely unpopular with his classmates, 
just as both of his brothers had been. The grade school teachers 
reported that the patient had always seemed of at least normal in- 
telligence, in contrast to the impression of dullness given when he 
was at the high school level. 

The most detailed information was supplied by one of the pa- 
tient’s childhood playmates, a Negro boy of the same age who had 
grown up with him since infancy. This friend confirmed the pa- 
tient’s statement that the gasoline inhalation had begun at about 
the age of six and that it was common knowledge that the patient 
would indulge in masturbation, “sometimes just when he was snif- 
fing the gas and sometimes both during and after he would sniff 
it.” This friend, who asserted he had resisted the patient’s urging 
that he indulge in the inhalation, reported that the patient had only 
once made a homosexual advance to him, but that he had heard 
from another boy that this boy and the patient would often lie in 
the tall grass and indulge in mutual masturbation. 


The childhood playmate felt that the patient’s inhalation of gaso- 
line fumes was a sporadic practice until he was about 13. He felt 
that from that time on the practice had become an addiction from 
which the patient could not break away. In the same period (three 
years before commitment), this informant felt, the patient had 
shown personality changes, consisting of growing surliness toward 
family and friends, and seclusiveness. “He would stay in his room 
when I came to his house and get mad if I tried to come in—he 
would lie there and sniff the can of gas and look out the window; 
I always figured he was playing with himself and didn’t want any- 
one to disturb him.” At the time, the patient had showed a marked 
preoccupation with sexual topies of conversation. He began to 
embarrass this friend by blowing up condoms in the school base- 
ment, writing obscene notes to white girls in the classroom, and 
making crude attempts to fondle girls in school without actually 
frightening them. When any white girl would pass him on the 
street he would invariably turn to this friend and say, “I’d like to 
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rape her,” or remark that he would like to fondle her in some par- 
ticular fashion. 

The adults interviewed declared they knew of no instances of 
gasoline “sniffing” aside from the patient and his brother. The 
younger persons reluctantly supplied the information that at least 
nine other youths than the patient had experimented with the prac- 
tice, but insisted that the patient was the only one who persisted 
in it. 

The hospital staff felt that the patient’s diagnosis was schizo- 
phrenia. Three months of observation seemed to confirm this. The 
family insisted on his discharge and finally removed him against 
medical advice. Five months later he was visited in his home and 
examined at some length. At this time he seemed more definitely 
schizophrenic than at any time since he had become known to the 
hospital. There was marked indifference in his general attitude, 
and a very obvious change in speech consisting of a dull monotone 
interrupted by a jerky rapidity of enunciation which had not ex- 
isted earlier. He admitted a preference for solitude and said he 
was trying to avoid contact with his former friends. He reported 
that he had “sniffed” gasoline fumes a few times sinee returning 
home but said that the practice now made him sick and that he had 
abandoned it. He said that he masturbated twice a day, but when 
asked about mutual masturbation with his former friend, he re- 
plied, “No, Joe and I hide from each other now and do it”—a 
statement which may have implied a fantasy continuation of his 
former association with Joe. He now denied completely the state- 
ments he had formerly made about hallucinosis, 

In general, he seemed inuch more psychotic than at the time of 
his departure from the hospital. The parents reported that while 
the patient seemed to believe that his former friends had ostra- 
cized him, the opposite was true—all of his old friends had come 
to the house and tried to persuade him to take part in their vari- 
ous activities, but the patient had refused to leave his room. They 
also described some grandiose statements, one to the effect that he 
had made $1,000 by trapping (actually he had obtained only two 
pelts), and another to the effect that he was to receive a large 
amount of insurance which would come due in the spring (actually 
he had no such resource at all). He often grimaced at, and talked 
to, the mirror. He would occasionally burst into abusive tirades 
against his family, accusing them of stealing his money, mis- 
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treating him, and having no interest in his welfare. In brief, the 
family reported, they no longer dared to leave him in the house 
alone; they felt that a return to the hospital would soon be 
required. 

This prediction proved accurate and the patient was returned 
to the hospital some two months after this. The principal reason 
given was the resumption of the gasoline “sniffing.” On the second 
admission he remained at the hospital for almost two years. Dur- 
ing the first year of this stay he was quiet, unobtrusive, showed no 
emotional warmth, and spoke in a flat monotone. He continued to 
deny many of the details of his earlier account of hallucinosis and 
sexual fantasies during the inhalation of gasoline fumes, but he 
did acknowledge visual pictures of people dressed in brightly- 
colored clothing. 

During the second year of this hospital stay, he gradually 
demonstrated more spontaneity. He required less urging to take 
part in group activities, began to talk more frequently and with 
greater variation of expression, and spoke with more and more 
enthusiasm of his family and his plans to join his father in the 
family garage business. He displayed new friendliness toward his 
parents when they came on visits, began to say that he could now 
understand how his irritability had worried them, and showed no 
resentment about his continued hospital detention. His parole was 
recommended by the medical staff, and at the time of this writing 
the patient has been at home for some 31 months. Visits to his 
home during this period reveal that he has functioned well as a 
dependable worker in his father’s business. He has a girlfriend, 
takes music lessons, and associates well with a group of friends. 
Resumption of the habit of gasoline fumes inhalation is consist- 
ently denied by all members of the family. 

Interest in what was considered this unusual case was doubled 
when a second case of inhalation of gasoline fumes came to the at- 
tention of the authors at a clinic conducted by the hospital. 

The second case was that of a 13-year-old white boy who was re- 
ferred to the clinic because of the practice of inhaling gasoline 
vapors, seclusive behavior, masturbation, and a generally poor ad- 
justment in school and in the children’s home where he had been 
a resident for a year. No history was available beyond the follow- 
ing: The patient had a twin sister and four other siblings. The 
mother deserted the family 18 months before he was seen in the 
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clinic; the father continued to evidence interest in the children 
since their placement in the home. The patient was reported as 
“an entirely different person”—happy, cheerful, and active—when 
he visited his father. In the home, however, he could not seem to 
understand the efforts of others to joke with him or to make him 
laugh. Mild rebukes made him ery. 

Psychological studies at the clinic included the Wechaler-Belle- 
vue Intelligence Scale and the California Personality Test. An 
I. Q. of 82 and a mental age of 10 years and 8 months were found. 
The psychologist felt that the patient did not have a sense of be- 
longing to a group. The findings indicated schizophrenic trends 
in the personality structure. 

Psychiatrie examination revealed a quiet, shy adolescent who 
spoke in a flat, monotonous voice and was obviously ill at ease. 
When asked why he had come to the clinic, he replied, “I guess I’m 
a little out of my mind.” He stated a preference for solitary pleas- 
ures like fishing; he told how upset he felt when reprimanded, and 
said that at those times he felt like talking back but was afraid to 
do so. 

The boy volunteered no information about the inhaling of gaso- 
line fumes, and it was only after the interview had progressed for 
some time that this question was introduced. The patient then be- 
came embarrassed, evasive, and even less communicative than he 
had been before. Information was reluctantly furnished, but some 
specific descriptions were obtained. He said that he had been inhal- 
ing gasoline vapors for about a year for the pleasurable effects 
achieved. The sensation was first one of dizziness, he said, then 
a feeling that he could go great distances, that he could survey the 
whole world, and that he had unlimited power. While smelling 
gasoline, he sometimes felt that he was on top of a high mountain 
and could see vast distances, not in true perspective but in consid-, 
erable detail. In this fantasy world, he then heard voices which 
“came from up above.” He described one hallucinatory experience 
during a gasoline-sniffing episode: He seemed to be in a large com- 
mercial laundry and the owner (“a great big man”) came along 
and asked him to move some of the massive machinery out of the 
way, which he did with ease. 

As the discussion progressed, the boy seemed somewhat more re- 
laxed ; there was some evidence of warmth in his manner and voice. 
Essentially, however, he continued to display sehizoid features. 
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The interview did not produce any acknowledgment that sexual 
fantasy had been associated with the inhalation of gasoline vapors. 
The boy did say that he masturbated frequently and had indulged 
in some heterosexual play, but not during the course of gasoline 
inhalation. 

Following the clinic examination, the boy’s teachers and the offi- 
cials of the children’s home were highly co-operative in persuading 
him to participate in active sports and in socializing activities in 
clubs and games. They also arranged for his association with 
adults who acted as parent substitutes. The boy was seen at the 
clinic a month later and on this occasion was even more reluctant 
to discuss his practice of inhaling gasoline vapor. He said that 
he had stopped the habit; his attitude seemed to be that there was 
no point in reviving that topic of conversation when he was get- 
ting along so much better in the children’s home and in school. A 
third examination three months after the original interview dis- 
closed that he was still reluctant to discuss the inhalation. In every 
other way, however, he showed marked improvement. Teachers 
and supervisors reported that he was more talkative, that he min- 
gled well with other children, and that he was no longer consid- 
ered a problem. 


Discussion 


This paper has presented two cases of adolescent boys who had 
engaged in the purposeful inhalation of gasoline vapors. In both 
eases, the deliberate inhalation seemed intended to create a fan- 
tasy type of experience in which pleasurable hallucinosis was 
prominent. Both boys were maladjusted, and both apparently em- 
ployed inhalation to blot out the unpleasant reality of their en- 
vironments. One went on to demonstrate definite schizophrenic 
symptoms; the other seemed obviously schizoid in his personality 
structure. The boy in whom the habit had become well established 
over a period of three years before psychiatric attention was ob- 
tained, showed remission of his schizophrenic symptoms only after 
prolonged hospital care. The other adolescent, in whom the habit 
had not reached the point of addiction, showed rapid improvement 
as soon as he began to feel that he was an accepted part of his en- 
vironment. Here, prompt efforts in the direction of socialization 
seemed to be responsible for the early abandonment of the inhala- 
tion practice. 
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The phenomenon of inhalation of gasoline vapors by a number 
of youths in the community in which the first patient lived, to- 
gether with the phenomenon demonstrated by the second boy in an 
entirely different community, suggests that this practice may be 
more prevalent than heretofore known. The association of sexual 
fantasies with the inhalation was discovered only after repeated 
interviews during many months of hospitalization. In this case, 
the overt sexual activity with the adolescent playmate was likewise 
acknowledged only after repeated interviews. Therefore, the fail- 
ure to demonstrate such association in the case of the second boy, 
who was seen only briefly, cannot be said to prove that such asso- 
ciated sexual fantasies were absent. It is possible that prolonged 
work with this patient, and perhaps with the group of other youths 
in the first community, would have brought out the existence of 
such fantasies. 

The inhalation device, coupled with tendencies toward with- 
drawal from reality, suggests the existence of morbid personali- 
ties in both of the cases reported. The boys’ persistence in the 
habit should also be noted. Other youths are reported to have 
abandoned the practice after brief experimentation; in the two 
cases reported in detail, one boy persisted in the inhalation for a 
year, the other for a period of many years. This adds further 
support to the thesis of pre-existing defects in personality. 

There would seem to be justification for the suggestion that in- 
vestigation should be made, and findings reported, of the preva- 
lence of this habit among adolescent and pre-adoiescent children 
elsewhere. 


Warren State Hospital 
Warren, Pa. 
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OBESITY: A REVIEW OF THE LITERATURE, STRESSING 
THE PSYCHOSOMATIC APPROACH 
BY ARTHUR P. BURDON, M. D., with the assistance of LOUIS PAUL, M. D. 


Obesity may be defined as an increase in real body weight, caused 
by abnormally large accumulations of adipose tissue, for a given 
height and physiologic age. Reeve’ states that an increase of 15 
per cent or more above the normal standard is to be defined as 
obesity. It is important to note that all obesity is symptomatic of 
disease, as obesity alone precludes optimum health. Yet obesity 
is usually not the patient’s chief complaint. Indeed, many obese 
patients omit mention of being overweight as symptoms in giving 
their histories. The psychologic importance of this fact will be 
apparent in this review. 

As to the basic etiology of obesity, there has been much con- 
fusion until recently. Now the problem has been reduced to its 
simplest form and is readily understood. Most authorities agree 
with Newburgh,’ who states that obesity is “an over-all intake of 
energy which has exceeded the total dissipation of energy of the 
body, 7. e., a positive energy balance.” Obesity is too much fuel 
for the metabolic fires. This is indicated by the fact that, no mat- 
ter what concomitant diseases exist with obesity, all patients lose 
weight on low calorie diets.* 

In the past obesity was customarily classified as exogenous (or 
simple) and endogenous (metabolic or endocrine). Exogenous 
obesity, which comprises the great preponderance of cases, is 
obesity caused by hyperalimentation. Endogenous obesity is re- 
putedly caused by endocrine or metabolic factors, originating and 
operating within the body, exclusive of the amount of dietary cal- 
ories. The incidence of “endogenous obesity” is low, about 2 to 5 
per cent.* * 

The work of many authors serves to indicate the basic error of 
assuming endocrine obesity. There is “nothing inherent in hypo- 
thyroidism, hyperthyroidism, Frélich’s syndrome, ‘pituitary 
obesity,’ Cushing’s disease, eunuchoidism, or gonadal tumors 
which produces obesity,” according to Parsons.’ Glandular dys- 
function may indeed determine the distribution of excessive fat in 
the body tissue and may produce an abnormal basal metabolic rate 
or other pathogenic changes associated with so-called endocrine 
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obesity. But as Newburgh’ states, “obesity is never directly pro- 
duced by increase or decrease in activity of an endocrine gland.” 


Furthermore, it has been demonstrated adequately by many in- 
vestigators that there are no significant differences between obese 
and normal body mechanisms in regard to digestion, absorption, 
assimilation, specific dynamic action, or metabolism of foods in- 
gested.® It has not been observed that normal body hormones are 
capable of changing the body metabolism to effect obesity unless 
the outflow of calories exceeds the inflow.’ It has been observed 
that frankly endocrine patients enjoy considerable hyperalimenta- 
tion. Indeed, eating too much is the cause of so-called “endocrine 
obesity” and “metabolic obesity” in exactly the same manner as in 
so-called simple or dietary obesity. 

The existence of so-called constitutional obesity is doubtful.’ As 
Newburgh states, “body build is inherited, obesity is not.” A per- 
son is perhaps preordained by his inherited genes to a éertain 
body architecture. The fact that 80 to 88 per cent of obese pa- 
tients show family histories of obesity® need not suggest genetic 
influence, but may point to a common early environmental situa- 
tion for each succeeding generation. 

Lesions of the hypothalamus in experimental animals produce 
obesity by increasing appetite.»***' '* 7% Patients with 
chronic encephalitis, pituitary and third ventricle tumors, or with 
Froéhlich’s syndrome, frequently become fat. Though proof is in- 
adequate to show that organic brain damage results in obesity in 
humans, there may be some cases of this kind involving the hypo- 
thalamus and its “appetite center.” This type of obesity again is 
due mainly to hyperalimentation rather than to endogenous causes, 
The incidence of obesity is not significantly higher in cases of en- 
docrine disease, suprasellar tumors, or chronic encephalitis than 
in other diseases that necessitate prolonged inactivity.” 

Experiments on cats, rats and mice have shown excessive fat 
deposited in denervated connective tissue.” Bruch* postulates 
that fat storage is “not entirely a passive process dependent on 
supply” and that “adiposity following lesions of the midbrain may 
be considered a sequel of altered tone of the adipose tissue” due 
to hypothalamic stimulation of the autonomic nervous system. 
Bauer has a similar concept of neural and hormonal variation of 
local fat-storing ability.’ *’ 





b 
% 
$ 
I 
4 
3 
x 


spo ic a Ars MM 


4 Leg ORNs tice aR 


lad 
o70 " OBESITY: A REVIEW OF THE LITERATURE 


Some cerebral disorders produce abnormally increased intake 
of food. Brain tumors sometimes cause a morbid hunger 
(bulimia). Experimental lesions in the prefrontal areas of mon- 
key brains produced ravenous hunger, explained on the basis of 
increased motility of the stomach.**’® Marked hunger is noted in 
some idiots and mental defectives—reputedly due to irritation or 
destruction of cortical nerves innervating the intestine. Possibly 
the mental defectives and idiots so afflicted have an “endogenous” 
obesity, caused by their polyphagic response to pathologie hunger. 
Obviously only a small proportion of patients fall into this group. 

The role of the hypothalmus in transforming psychic energy 
into somatic manifestations by way of the autonomic nervous sys- 
tem is a helpful concept in the study of obesity.”” Wilder” states - 
that simple obesity is due to organic central nervous system in- 
jury. Kisch implies a “diencephalic weakness,” in which 
satiety is delayed in spite of adequate dietary allowance, an 
“anhedonia.’2” 23, 24 

Bruch* has observed vegetative symptoms (i. e., slight disturb- 
ances in temperature regulation, perspiration, and vasomotor con- 
trol) in cases of simple obesity without an encephalitice history. 
Bram‘ has stated that “etiologically, clinically and therapeutically, 
the average fat person is a psychosomatic problem.” 

What is the nature of this psychosomatic problem? * What 
causes one type of person to eat too much? These questions lead 
to a consideration of the factors causing one to eat—hunger and 
appetite. Hunger is essentially a local gastrie condition, in which 
contractions of the empty stomach result in cerebral apprecia- 
tion of discomfort or actual pain. It lasts only a few hours if un- 
relieved by food and lasts only beyond the first few bites when 
food is ingested. Hunger is abated by any solid matter regardless 
of its appetite-value, and is usually accompanied by keen appetite. 
However, anorexia, in spite of fasting and even starvation, is a 
feature of many severe organic and functional illnesses. Appe- 
tite, in contrast to hunger, is a pleasant sensation.” It is predom- 
inantly a psychic phenomenon, dependent on previous experience 

with eating, and influenced greatly by conditioned psychic 
stimuli.”” *: *° 

Appetite is not primarily dependent on how much the stomach 
contains, but is determined rather by how great is the desire for 
food and how soon a feeling of satiety can be reached. It is re- 
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markable that such a vacillating phenomenon should maintain a 
constant body weight in healthy adults year after year.” **° 

Appetite in normal individuals varies only within the limits of 
physiologic need. But, in certain personality types, a generally 
increased desire for food means more to their psyches than opti- 
mum body function; obesity is their fate. Harrington™ states that 
the “primitive signals which notify the mind that it is time to re- 
stock the bunkers are confused by emotional currents.” Such per- 
sonalities are termed “oral,” because of their “oral fixations.” 

To understand the origin of oral fixations, early life experiences 
must be considered. In infancy theerotogenie zones of the lips 
and tongue are at their height of sensitivity. Gratification of 
these erotogenic zones and the need for nourishment are insep- 
arable at this early stage.**? The sucking “instinet” of babies is an 
important “sexual” (or hedonistic) function which accompanies the 
obtaining of food when the individual is at the physiologic oral 
level of development (observe the thumbsucking of infancy and 
early childhood). This primitive form of pleasure persists through- 
out life under numerous disguises and is never completely aban- 
doned.** * Normally as the child matures, other pleasant eroto- 
genic stimuli supersede this oral satisfaction and his personality 
is altered in pursuit of those new satisfactions. 

Oral character fixation is believed by Abraham™ to develop in 
persons who engaged in highly pleasurable and undisturbed suck- 
ing periods in infancy but whose need for love from the parents 
was not gratified. To these personalities, feeding was pleasant 
and the rest of life was unpleasant, characterized by dependency, 
inactivity and rejection by the parents. In the unconscious of 
these people, the inseparability of feeding and sexuality is main- 
tained to the extent that food becomes love to them. To obese per- 
sons, eating brings direct oral gratification of a sexual nature. 
They have increased appetites, not for calories but for “love-food,” 
to fill the void of their disappointed personalities. Their extensive 
orality is mainly satisfied by food with a few alternate oral habits 
such as smoking, chewing, whistling or talking. Physiologists are 
prone to attribute the psychic soothing and quieting effect of over- 
eating to splanchnic vasodilatation with subsequent “cerebral se- 
dation” of a physiologic type. ‘ Certainly the obese individual is 
made happier by any dulling of awareness of reality. 
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OBESITY IN CHILDHOOD 


To the understanding of the causes of oral fixation, Bruch** * 
has contributed much information. In her studies of obese chil- 
dren, she has implicated most prominently the role of a dominant 
maternal environment. Most families of obese children are rather 
“oral” in their orientation of life, being proud of good and plenti- 
ful foods and fancy menus to the exclusion of many other pleas- 
ures. Very often the mothers are of a domineering, overprotec- 
tive type who dote on their children continually, particularly with 
reference to eating. This excessive interest in the child by the 
mother is inconsistent, caused by an unconscious effort to offer 
the child a love-substitute in place of real maternal love. 

A neurotic mother cannot love her child.** Because the mother 
cannot accept in her consciousness the fact of her rejection of the 
child, she sublimates her rejection into overprotection, and its most 
prominent component, overfeeding.** The identification of good 
appetite with strength and well-being is very common, hence the 
guilt-inspired overemphasis on eating by a mother who is unable 
to give the strength of love.*® Elemental to the situation of obesity 
of a child (and probably of all obesity regardless of age of onset), 
is a neurotic “oral” mother who exhibits a fundamental rejection 
of the child and an urgent need to possess the child’s undivided 
love and leyalty. Often these mothers are dissatisfied with marital 
relationships and are without community outlets for personal sat- 
isfaction. By constant protection, the mother fosters dependency 
of the child and fortifies it with threats of withholding affection. 
The mother prevents the child from becoming independent and 
successful in the outside world, in which she feels herself a failure. 
The basic hostility and rejection of the mother thus gains its de- 
sired ends through socially acceptable means. 

In a study of the family of obese children, Bruch and Touraine“ 
made instructive observations. The amount of money spent for 
food was disproportionately large. Obesity was rarely a matter 
of concern to the parents, but minor ailments were accompanied 
by excessive concern. Most of the fathers were weak persons with 
little drive or ambition and small prestige in the family circle. The 
mothers had suffered from poverty and insecurity in their own 

childhoods (i. e., emotional and physical starvation) and had main- 
tained self-pitying attitudes toward themselves and their past 
lives. Marital discord was the rule, with frequent open fighting 
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between parents. Families were unusually small (70 per cent of 
the children studied were only children or were the youngest of 
series of children). Fully one-half of the children were admittedly 
unwanted, and hostility to the child was frequently evident, either 
by actual cruelty or by severe discipline. 

Upon entering school, children have an opportunity for their 
first prolonged social contacts with other children. Obese chil- 
dren, however, remain isolated and do not participate in group 
games. They seek such passive entertainments as movies, the 
radio, and reading on the comic-strip level. There is little evi- 
dence of creative self-expression, but marked physical inactivity. 
Only a small percentage of the parents encourage initiative.“ In- 
deed, overprotection often goes so far as to render the child com- 
pletely dependent. Three-fourths of Bruch’s group showed marked 
dependency trends and 44 per cent displayed enuresis as evidence 
of emotional insecurity and immaturity.*" In some cases even the 
desire for passive entertainment had to be coupled with feeding to 
be satisfactory. This marked “phagomania” is etiologically, clin- 
ically and therapeutically like chronic aleohol addiction. 

A child in such a family environment senses his rejection early 
in life, but, like his mother, is unable consciously to aeeept the fact 
that he is not loved. Such a child then sublimates his resentment 
and thwarted love by an exaggeration of, and regression to, a for- 
mer libidinal level. Alexander*? showed that the wish to be fed 
was identical in the unconscious with the wish to be taken care of, 
to be helped, and to be loved. To such a child, love and food are 
synonymous from the onset of life, and thus the offering and re- 
ceiving of food is of the utmost emotional significance to him. The 
management of breast feeding is of paramount importance in this 
relation.® ** ** As experience with feeding progresses, the child 
gets the impression that food is safety and health and that if he 
refrains from eating something dangerous will happen to him. He 
eats large meals and is continually nibbling between meals. His 
diet is characteristically quite unbalanced, with large amounts of 
sweets and starchy foods and a rather narrow selection of foods 
eaten.” ***° His feeding habits are characterized by pronounced 
likes and dislikes, on the level of primitive tastes, with longings 
for some particular favorite food. 

The mother keeps the child markedly dependent through the giv- 
ing of “food-love.” He remains immature, deriving no pleasure 
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through learning, playing, competition or social contacts; the re- 
sult is often lack of ambition, poor social adaptation, unhappiness 
and obesity... He is slow, awkward, easily discouraged, and de- 
manding of his parents, but unable to meet demands on him. His 
attitude is that “the world owes me a living.” 

Bruch* suggests that the essential difficulty of the obese child 
is the inability to cope successfully with the dilemma of growth 
described by Allen.*’ The obese child has responded to a patho- 
genic environment in a pathogenic way. The normal response is 
one of conscious expression of hostility and a refusal to be depend- 
ent upon the parent. The response of the obese child is one of con- 
scious submission and his basic weakness is that he does not rebel 
against his environment. Repression of hostility does not function 
in its entirety in such a patient, however, and the fundamental at- 
titude toward his environment is demanding. He denies normal 
impulses of maturating, and embraces the pleasures and safety of 
infancy. Since the demands of the child fit the wishes of the 
mother, to lavish food, there is harmony for the most part in the 
mother-child relationship during childhood. But there is a pre- 
carious balance, and sooner or later the child must assert himself 
socially in an independent way. 

In contrast to the character-immaturity of the obese youngster, 
is the general acceleration of mental and physical growth. These 
children are usually good students and ambitious, although slow 
and methodical in their work.** Bronstein* noted that 50 per cent 
had superior intelligence and 25 per cent had inferior intelligence. 
Psychologic tests done on groups of obese children show character 
and behavior similarities.*“* Normal masculinity-femininity scores 
were reported.** Bruch** noted marked confusion about sex, most 
marked in boys—presumably because of the close identification 
with the mother. 

Marked degrees of dependency and passivity have been reported 
by most investigators. Bronstein, ¢t al.** noted normal ascend- 
ancy-submission tests for their group, but a tendency to extrover- 
sion and instability. Rorschach records done by Bruch* revealed 
preoccupation of the obese child with the problem of “size” and 
suggested the emotional and symbolic importance of obese large- 
ness. Obese children in play situations reconstructed buildings re- 
sembling outlines of their bodies.*® Through the process of self- 





ARTHUR P, BURDON, M. D., AND LOUIS PAUL, M. D. 575 


operation and self-creation, and through appeasement of the in- 
fantile oral satisfactions, the fat child manifests his thwarted cre- 
ative and erotic drives in the static form of physical largeness.” °° 


OBESITY IN PUBERTY 


In obese persons at puberty, the situation becomes considerably 
worse.’* * *? They become acutely sensitive of ungainly appear- 
ance and suffer more and more. At this time obesity assumes its 
peak importance because of its physical and social aspects both 
to parent and child. The precarious mother-child relationship is 
strained nearly to the breaking point. Bruch*™ observed that the 
overprotective mother finally began to tire of overindulgence and 
began nagging and “needling” her adolescent youngster. This is 
the time when a reduction in weight is most desired, yet the patient 
often shows marked resistance to changes in his eating habits. 
This resistance is understandable on the basis of his immaturity. 
A marked disharmony between physical and mental growth, and 
emotional maturation, is common in all normal adolescents, but is 
more pronounced in the obese child. It is much more difficult for 
the obese adolescent than for his normal classmates to attain per- 


sonal independence and maturity. Whether the overweight puber- 
tal child will “outgrow” his infantile fatness will depend largely 
on the adjustment which he is able to make during this critical 
period of life. It is observed clinically rather often that obese 
youngsters return to normal weight during puberty and, equally 
frequently, that children of normal weight become obese.’ * 


OBESITY IN ADULTS 


All obesity does not have its beginning clinically in childhood 
or adolescence, but may begin at any age. What that age is will 
be determined in many cases by the same factors that cause the 
onset of any neurotic symptoms. Weiss and English” state that 
when insecurity and the need of affection and attention become 
more pronounced than the maturity of the personality can cope 
with, anxiety appears. If the pattern of personality is set up so 
that oral gratification through eating allays anxiety, then obesity 
is likely to result. Alexander* states that the adult ego, because of 
unsatisfactory gratification in normal life relationships, rejects 
the strong desire to love and depend on others, and there is a re- 
version or regression to earlier (infantile) types of behavior. 
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Either sex may use the eating process to gratify a craving which 
should be satisfied differently through more mature sexual and 
social adjustment. A nagging sensation of epigastric emptiness 
is symbolic of an emotional void, which the obese person is willing 
to fill with food. If there is a certain degree of psychic condition- 
ing to overeat, obesity may occur in childhood. If this conditioning 
is latent in the personality, overindulgence in food may not occur 
until time of stress, such as puberty, or on occasion in adult life.* * 
Denial of some earnestly-sought pleasure may cause a basically 
immature personality with a latent oral fixation to regress to oral 
levels, to withdraw, to limit muscular activities, and to become fat. 
Corpulent persons are apparently willing to pay the price for the 
emotional satisfaction they derive from eating. 


Reeve’ groups the emotional factors involved in obesity under 
two headings: 1. gaining satisfactions as an end result of gluttony 
(i. e., the symbolic value of the symptom, obesity), and 2. gaining 
satisfaction through the incorporating process (i. e., the intrinsic 
value of eating). Various psychiatric disorders may accompany 
obesity. *° Mild anxiety states with much nervous tension and 
some obsessive-compulsive tendencies were most common among 
the patients observed by Schopbach and Matthews.” Anxiety, 
guilt, self-depreciation and depression are frequently observed. 
“T am the nervous type, I feel better when I eat,” is a common con- 
fession of the patient.” However, patients with nervous tension 
do not gain weight unless there is a strong compulsion to eat, be- 
cause of childhood oral conditioning. When nervous tension is re- 
lieved by adequate non-oral compensations, a patient often stops 
gaining weight and may reduce voluntarily to his optimum weight. 
This explains why obesity is often a self-limited disease, and may 
be considered psychiatrically a manifestation of situational 
neurosis. 

The most common factors precipitating overeating in pre-dis- 
posed persons are sibling rivalry, puberty, operative or hospital 
experience, prolonged bed rest, marriage, death of a loved one, 
fear of an amorous suitor, fear of pregnancy, the menopause, and 
financial, social or intellectual failures of great importance to the 
patient. Obesity may either be a defense or an offensive by the 
patient in life’s trying situations, but, most often, it is a substitute 
for a love which is unobtainable on a realistic level. In every in- 
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stance, obesity as a symptom has marked intrinsic and symbolic 
values to the patient. 

As people age and decrease their activities, moderate obesity is 
quite common. This is attributed to the persistence of the “habit” 
of eating quantities which previously maintained optimal body 
weight.” 


PsycHo.Locic Factors in TREATMENT OF OBESITY 


The reason why most obese patients do not present themselves 
readily to the physician for treatment and the reason why they re- 
spond so poorly are that they studiously ignore their problem. It 
is a paradoxic situation in which the patient seeks unconsciously 
to maintain his symptom, obesity, against the strivings of his con- 
scious ego, his friends, and his physician. There is something un- 
pleasant to the patient in connection with his obesity. Uncon- 
sciously he fears emotional deprivation. It is incorrect to assume 
that the unconscious alone appreciates the emotional significance 
of overeating. Many patients are vaguely aware of this relation- 
ship, but are unable to do anything curative about the situation, 
and so give the physician this task. 

Excessive weight brings many conflicts to the patient. He looks 
older and less attractive, and he is more liable to disease, which 
even the laity understands, is commoner in the obese. Severe con- 
flict arises because obesity stands for love and prestige to the pa- 
tient’s personality. It is common to see patients who are success- 
ful at reduction but who relapse after a short time. Each succes- 
sive reduction attempt becomes less successful and more discour- 
aging to the patient. Some persons may go as far as neurasthenic 
responses, believed by some observers to be the execution of a 
“death wish” on the part of the despondent patient.” ** Other pa- 
tients, after several attempts at social conformity, realize that they 
prefer oral pleasure to normal gratification, and refuse to attempt 
reduction again. 

Drugs limiting appetite™ °° and reduction diets®® alone are not 
the most important elements in therapy. Eighty per cent of fail- 
ures can be expected with such therapy.’*»" Energetic manipula- 
tion of emotionally-charged eating habits may worsen the 
patient’s mental health.” * The discomfort of a reducing regimen 
is rarely due to true hunger, but to the dissatisfaction of the pa- 
tient regarding his oral desires and wishes. Endocrine therapy is 
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rarely justified’ and often harmful through the implication of 
sexual abnormality. 


Treatment of every obese individual, young or old, must be psy- 
chiatric to be most successful.*»* The treatment necessary in 
some cases is no more than that which a psychiatrically oriented 
internist or family physician can administer. Most cases need 
considerably more extensive treatment, however. Therapy should 
allow the patient to grow truly independent and self-reliant so 


that he can find more dynamic outlets for his erotic and creative 
drives than in the static form of physical largeness. 


202 Audrey Lane 

Washington 20, D. C. 
and 

4077-A West Boulevard 

Los Angeles 8, Calif. 
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DRUG-MODIFIED ELECTRIC SHOCK THERAPY 


Clinical Response to Partial Seizures Facilitated by the Anti- 
convulsant Drugs, Diphenylhydantoin and Mephenesin,* 
Alone and in Combination 
BY W. L. HOLT, JR., M. D., AND W. BORKOWSKI, M. D. 


Physical contraindications and postconvulsive traumatic com- 
plications have in many instances prevented the use of unmodified 
electric shock therapy. Drug modification of electric shock ther- 
apy has taken two chief directions. One has been to modify the 
muscle-nerve, end-plate, transmission-response mechanism so as 
to weaken momentarily the musculature during a convulsion, The 
other point of attack has been to raise the cerebral threshold to a 
generalized convulsive response and to facilitate partial seizures. 
This report is directed at the second point of attack and deals with 
the clinical response of mental patients who had partial seizures, 
facilitated by raising the convulsive threshold with several anti- 
convulsant drugs. 


REVIEW OF THE LITERATURE 


Incomplete seizures occasionally occur with every agent so far 


employed therapeutically to produce convulsions. Experience with 
metrazol antedated electric shock and indicated that failare to ob- 
tain a generalized convulsion was harmful because extreme anx- 
iety resulted. To this day, many psychiatrists have applied this 
early observation to electric shock, although M. Miiller’ early in 
1940, reported that “aborted seizures,” produced by electric shock, 
were therapeutically valuable, more especially if several were 
given without return of consciousness between the electric shocks. 
Androp’ in 1941, likewise found partial seizures from electric 
shock to be beneficial, and he encountered no complications, al- 
though he gave this therapy to the elderly and in cases where grand 
mal seizures were physically contraindicated. He noted that more 
treatments were needed, that improvement was 14 per cent less 
frequent and that relapses were 8 per cent greater than with grand 
mal therapy. Kalinowsky, Barrera and Horwitz*® in 1942, re- 
ported that results from incomplete seizures (only 18 per cent im- 
proved) were far inferior to grand mal seizures in the same eases; 
and they advocated abandonment of so-called petit mal E. 8S. T. 
as “valueless.” In spite of this report, the absence of physical com- 


*Mephenesin was furnished by Burroughs-Wellcome, Squibb and Organon, Ine. 
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plications and its appreciable effectiveness led Delmas-Marsalet, 
Faure, Pelletier and Freour* to advocate petit mal electric shock 
in 1945, as indicated for the first procedure in electric shock ther- 
apy, particularly where grand mal was contraindicated and in 
hypochondriacal and excited states, “where grand mal therapy is 
less effective than partial seizures.” 

Experience with partial-seizure, electric shock therapy without 
drug modification can be summarized as follows. Clinical effec- 
tiveness, though present, has been disappointing in comparison to 
grand mal therapy, but it is free of traumatic complications. The 
proportion of cases improved or recovered varies from 18 per cent 
(Kalinowsky) to 46 per cent (Androp). The more nearly complete 
the partial seizure is, the greater its effectiveness, but the greater 
the likelihood of obtaining a grand imal response with its risk of 
complications (unless the seizure threshold is altered). 

The use of drugs to elevate seizure threshold and to modify 
seizure response dates from late 1940, when Challiol® in Cerletti’s 
clinic reported observation in 10 patients given phenobarbital prior 
to electric shock. He made no comment as to the therapeutic effect 
of the partial seizures, unconsciousness with 40 to 70 seconds of 
apnea, that followed electrical stimuli that had been above seizure 
threshold when no phenobarbital was given. Miiller had noted 
that barbiturates raised seizure threshold in his E. 8. T. patients 
but he reported no use made of the observation. In 1941, Hemp- 
hill and Grey, W. G.,° reported that when diphenylhydantoin (di- 
lantin) was given for six days, half their patients showed so 
marked a rise in seizure threshold that grand mal responses could 
not be obtained with the stimulus available, only incomplete seiz- 
ures resulting. In the same year, Sogliani’ reported that the ef- 
feetiveness of incomplete seizures was heightened by raising seiz- 
ure thresholds with barbiturates. In 1943, Impastato, Bak, Frosch 
and Wortis* reported favorably on the modified incomplete seiz- 
ures that resulted from intravenous sodium amytal just before the 
electric shock. They believed that the therapeutic results equalled 
grand mal therapy and attributed their success to the fact that 
doses of current were great enough to produce grand mal re- 
sponses, had not sodium amytal been injected. This was confirmed 
in 1948, by Salde,° who again emphasized the absence of surgical 
complications with this technique. Plattner’® in 1949, reported 
on the use of mesantoin to obtain partial seizures and to avoid com- 
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plications, claiming no traumatic difficulty with 200 patients 
treated in this manner. Holt, Rinkel, Greenblatt and Anderson” 
in 1949, reported that mephenesin raised the seizure threshold to 
E. S. T. in rabbits and man and that the aborted seizure was clin- 
ically effective. 

Reports on drug-modified partial seizure responses to electric 
shock ean be summarized as follows. Several workers claim clin- 
ical effectiveness is equal to complete grand mal seizure therapy, 
though more treatments are usually needed. Physical complica- 
tions did not occur. The reports, however, give no statistical data 
for cases treated without any grand mals, if in fact there were any 
such. Further work in this field appeared justified. 

One of the present authors, influenced by the report of increased 
incidence of atypical E. 8. T. seizures following diphenylhydan- 
toin, phenobarbital, mesantoin and mebaral, made by Toman, 
Loewe and Goodman,” determined to test the clinical response to 
drug-modified partial seizures and began working with diphenyl- 
hydantoin at Boston Psychopathic Hospital in 1947. Later the 
diphenylhydantoin study and a mephenesin study were combined. 


MerHops AND Resutts: DiPpHENYLHYDANTOIN FE. §S. T. 


In the present study, 26 mental patients were placed on diphenyl- 
hydantoin (dilantin), 100 mg. one to six times daily, in increasing 
frequency, until toxic symptoms required decreases in the 
amounts. After four days of medication, electric shock therapy of 
the Cerletti type was begun. Spine roentgenograms and physical 
examinations before treatment had indicated no contraindication 
to convulsive therapy. These patients had 197 partial-seizure 
treatments and 103 grand mal treatments. Only four patients com- 
pleted a course of treatment without a grand mal. Of these four, 
two terminated therapy after two and four treatments, respec- 
tively, because of a drug rash, and were unimproved. The two 
other patients completed 13 and 19 treatments and were improved 
sufficiently to be discharged. The diagnoses and overall results 
are given in Table 1. 

Five patients developed drug rashes and one developed vertigo. 
None had traumatic complications. Nineteen of these cases re- 
ceived unmodified electric-convulsion therapy later, and three suf- 
fered fractures at that time (two had spinal fractures and one a 
fracture of the humerus). In only three of 23 instances, were the 
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Table 1. Diphenylhydantoin and Electric Shock 





Much 
improved 
Recov- (Dis- Im- Unim- 
Diagnosis ered charged) proved proved 





Manic-depression, depressed 2 
Manic-depression, mixed 

Manic-depression, manic 

Involutional melancholia 

Involutional psychosis, paranoid 

Paranoid condition 

Dementia precox 





13 26 





dilantin-modified electric shock courses as clinically effective as 
unmodified courses had been in the same cases—when considera- 
tion was given to the number of treatments required, the degree of 
improvement obtained and the duration of remission. Dilantin 
cannot be relied upon to prevent fractures. One of eight other 
patients on dilantin who were treated with the Reiter type of elec- 
tric shock had a fracture of the spine. 


MeETHOpDs AND ResuLts: MEPHENESIN PLus DIPHENYLHYDANTOIN AND 
ELectric SHOcK 

One of the writers had established that mephenesin alone was 
unsatisfactory as a modifying agent, as toxic amounts were neces- 
sary to block convulsive responses to E. S. T. When the raised 
seizure threshold, as raised by smaller doses, was exceeded, the 
tonic-clonic fit was severe enough to cause spinal fracture. 

In 1948, the writers began to use dilantin and mephenesin as 
combined modifying agents on a series of patients, hoping to raise 
the threshold to seizure so that a grand mal response could be al- 
together avoided in a course of E. 8S. T., and only partial seizures 
produced. Nineteen patients received this therapy. Four of the 
19 had one or more grand mal seizures, the greatest number being 
three in one case. The Davis electric shock machine was used 
throughout. Eleven patients had no grand mal seizures during the 
course. Four cases were tried for a time without one or the other 
of the two drugs and had one or more grand mal seizures because 
of this. Partial seizures occurred alone or predominated in all but 
one case. 
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The usual method employed was as follows. Dilantin was given 
for three days in 100 milligram doses four times daily before 
E. 8S. T. was begun and continued throughout the course. On the 
first E. S. T. treatment morning, 200 mg. of dilantin were given at 
8 a.m. Mephenesin solution in 40 per cent propyleneglycol, con- 
taining one gram of mephenesin to the ounce and also containing 
atropine sulfate, 1/150 gr., to the ounce, was given 15 minutes be- 
fore the E. S. T., the dose being that which was sufficient to pro- 
duce nystagmus. Usually two to three ounces of solution, ocea- 
sionally as little as one and one-half or as much as four ounces 
were needed. The electric shock dose was small at first, 200 to 300 
ma. for 0.2 sec., and was increased until a partial seizure was 
achieved. Confusion with apnea, lasting 20 to 30 seconds, was con- 
sidered optimal. When this level was achieved, two or three such 
shocks were given at one minute intervals or as quickly as breath- 
ing had restored good color in the patient. The current needs to 
be increased by 5 per cent between successive shocks, in order to 
continue to achieve the desired response. 

In 18 cases some contraindications to unmodified E. 8. T. ex- 
isted. These included 11 cases with healed spine fracture, old 
fractured (un-united) hip, fractured humerus, osteoporosis, arth- 
ritis, spine deformity, hernia, bundle branch block, rheumatic heart 
disease and tuberculosis. Seven patients had suffered fractures 
in previous unmodified E. 8. T. Fourteen cases had had prior 
E. 8. T. courses. Eight had E. 8. T. in later courses, which in two 
instances were modified by decamethonium bromide (C-10). One 
case had received a prior course modified by curare. With dilan- 
tin-mephenesin E. 8. T., she recovered from a depression with four 
partial seizures. 

The complications were three cases of dilantin rash and one 
minor fall from drug-induced unsteadiness. Those who had rashes 
were shifted to phenobarbital or mesantoin. 

The diagnoses and over-all results are given in Table 2. 

The clinical results with the 19 patients receiving dilantin and 
mephenesin were better than with dilantin alone. The effective- 
ness of treatment was as good as with unmodified E. S. T. in 11 in- 
stances. In three cases, no unmodified course was given, so a com- 
parison cannot be given. In six patients, the unmodified courses 
were the more effective ; and in two of these six, later courses with 
decamethonium bromide (C-10) were likewise more effective than 
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Table 2. Dilantin Plus Mephenesin and Electric Shock 





Recov- Much Im- Unim- 
Diagnosis ered improved proved proved 





Manic-depression, depressed 
Manic-depression, manic 

Involutional melancholia 

Involutional psychosis, paranoid 
Dementia precox 

Psychosis with epidemic encephalitis.... 


2 





19 








the courses with dilantin plus mephenesin. Twelve went home 
without further treatment and of these, 10 were improved or re- 
covered. Of the seven who continued in hospital and received 
other treatment, two also failed to respond to unmodified E. 8. T. 
Spine roentgenograms were taken before and after each treat- 
ment course. No fractures occurred in this series. 


Discussion 


In less than one-third of the cases treated with dilantin plus 


mephenesin and E. 8S. T. could it be established that unmodified 
E. 8S. T. or C-10-modified E. S. T. had any advantages. In more 
than half of the dilantin-mephenesin combined cases, the effective- 
ness of E. 8. T. was generally satisfactory or as good as that of 
unmodified E. S. T. The 19 patients on the combined dilantin- 
mephenesin regimen had a total of 174 partial seizures against a 
total of 26 grand mals, averaging nine partial (incomplete) and 
less than two grand mal seizures per case. Five of the patients 
who had as good response to the combined as to the unmodified 
EK. S. T. had no grand mal responses at all while on dilantin- 
mephenesin. Of the six other cases which did equally well on 
either regimen, none had over two grand mal seizures while on 
dilantin-mephenesin. The 26 treated with only dilantin as a modi- 
fying agent averaged eight “psychomotor” attacks and four grand 
mals. 

The incidence of traumatic complications was nil when combined 
dilantin-mephenesin E. 8. T. was used, even on a group with physi- 
cal contraindications. One patient who had mephenesin alone and 
one who had dilantin alone suffered spinal fractures from grand 
mal responses. 
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The writers believe that anticonvulsant drugs such as dilantin, 
phenobarbital, mesantoin, and mebaral, when given in conjunction 
with mephenesin, can help prevent traumatic complications from 
E. 8S. T. They believe that this procedure raises convulsive thres- 
holds sufficiently for non-convulsive responses to have heightened 
therapeutic value that is clinically satisfactory in two out of three 
eases. More electric shocks are needed with the combined modifi- 
cation but this increase is not extreme; there is an average of 10 
combined treatments as compared to eight unmodified. It is pos- 
sible that greater use of multiple shocks at one-minute intervals 
might reduce the added treatment days required. 

Combining dilantin with mephenesin permits the use of smaller 
doses of both and avoidance of toxic responses. 

Care must be exercised to ascertain that patients on dilantin do 
in fact take the drug. After mephenesin administration, E. 8S. T. 
must also be withheld until nystagmus appears. The patient’s co- 
operation is needed in using oral medications. Mephenesin can 
be given intravenously. Twenty milligrams per kilo of body 
weight can be given slowly in 2 per cent solution or rapidly in % 
per cent solution, but the relatively large volumes required are 
troublesome. Mephenesin relieves pre-treatment anxiety. Patients 
recover from the procedure in an hour but may be sleepy for sev- 
eral hours. Pyribenzamine is useful in controlling dilantin toxic 
rash and itch. 

In deciding between C-10 or curare or the dilantin-mephenesin 
modification, the writers favor the latter for use by those un- 
trained in anesthesia work and where occasional failure to pre- 
vent a moderately strong seizure can be expected to carry little 
danger to the patient. The procedure advocated, by preventing 
complications, may avoid the necessity for the use of curare or C-10 
later. 

ConcLusION 

Results are presented of partial-seizure electric shock therapy 
in 45 mental patients given dilantin or dilantin plus mephenesin. 
The latter procedure is clinically the more effective and was free 
of traumatic complications. Indications and technique are out- 
lined. 

Boston Psychopathic Hospital 
74 Fenwood Road 
Boston 15, Mass. 
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PSYCHOTHERAPEUTIC EVALUATIONS OF BIRTH-TRAUMA ANALYSIS 


A Preliminary Contribution to Fodor’s Therapy 
BY M. LIETAERT PEERBOLTE, M. D. 


INTRODUCTION 


Rank was the first psychoanalytic writer to describe the trauma 
of birth. Later, Freud agreed that fear about birth would be a 
primary source of all anxieties. For a long period thereafter, no 
further investigation was made in the way of psychological evalua- 
tion of the trauma of birth. Fodor,* however, in a recent clinical 
investigation of the traumata of birth and pre-natal conditioning, 
has made a further exploration which, at first sight, and at first 
testing, seem to be of great importance. In the main, Fodor 
studies several stages of the birth trauma: the breaking of the am- 
niotic water, the labor period itself, the umbilical castration, the 
entrance into the world with its change of temperature, the aware- 
ness of sounds and of light. From Fodor’s viewpoint, vital anx- 
ieties about death may be interpreted as anxieties experienced dur- 
ing birth. As typical symbols in birth-dreams he mentions: “Eggs, 
seeds, germs, fruits, or things that grow or move underground rep- 
resent fetus; gardens, parks, landscapes, islands, boats, trains, car- 
riages, houses, rooms, cellars, lofts describe the uterus; seas, lakes, 
rivers, waterfalls, symbolize the amniotic fluid; falling, compres- 
sion, suffocation, burial alive and various forms of slow and pain- 
ful death at the hands of humans, ghosts, animals or machinery 
represent the ordeal of birth; tunnels, caves, stoves, archways, 
windows, doors describe the uterine passage; rivers, banks, rails 
and ‘V’-shaped structures refer to the mother’s legs; -saiied bushes, 
forests, fur and hair allude to the pubic region.”** 

Fodor mentions such symptoms as nightmares and iiedinans 
especially migraine, as related to this trauma of birth. Moreover, 
he interprets materials in which the castration complex is active 
as related to umbilical castration. In a chapter “Superstructures 
on Birth,” he mentions the “origin of sexual shame” and the “ori- 
gin of incestuous emotions” as derived from birth as a genital 
event. Not less interesting is the discussion of the “Return into 
the Womb.” Here are explained many psychical strivings—such 


*Fodor, Nandor: The Search for the Beloved. Hermitage. New York. 1949. 
**Op. cit., p. 137. 
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as those to find the meaning of life, to attain a new life by re-birth, 
to realize ecstasy—as most closely related to the wish to return 
into the womb. Some forms of incest and of homosexuality are 
also interpreted as derivations of this wish. In “Traumata of the 
Unborn,” Fodor describes experiences and dreams which he thinks 
were derived from pre-natal traumata like parental sexual inter- 
course and attempted abortion. This whole new point of view may 
cause a feeling of uncertainty about our own psychotherapeutic in- 
sights. This, however, should not be countered by ignoring this 
new work, but rather by exploring one’s own materials to test the 
fundamentals. Therefore, the present author proposes to record 
some materials from his own patients as preliminary observations. 


ILLUSTRATIONS 


Anxiety About the Ejecting Force During Birth 


A female patient of the writer’s produced this dream: “There 
was a barrel organ; I got extremely anxious, and someone came 
from behind me. It was as if a shutter fell off in myself and I 
should know. He walked behind me and then you were he. I 


prayed, ‘God help me! and cried till I awoke, ‘I don’t dare, I will 
not.’ Great anxiety, a creepy house and grimacing corpses.” 

To this dream, she added: “This ‘someone’ is not a person, it is a 
natural force; if I dared to admit it, I would have known, but now 
I did not admit it and it changed into you.” She herself inter- 
preted this dream as a birth dream in which the barrel organ sym- 
bolized the uterus; the falling of the shutter the starting point of 
birth, and the natural force the contraction of the uterine muscles. 
To prove the truth of her own interpretation, she said she feared 
the falling of water in the water closet at home when nobody else 
was there. The analyst asked her if this symptom might be in- 
terpreted as a recollection of falling water during birth. She 
admitted the possibility and decided to find out if the anxiety had 
vanished. That evening, when all was quiet, she visited the water 
closet and found she could bear the falling of the water without 
anxiety. In the night, however, she went again to ascertain her 
reaction. All was still silent in the street. Again she heard the 
water falling, but this time anxiety arose. She observed that this 
anxiety was related to the expectation of finding someone behind 
her. She associated this anxiety to her own dream interpretation, 
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the contracting of the uterine muscles. At the same time, her anx- 
iety disappeared and never returned. 

While this dream and its interpretation relate to the birth 
trauma, anxiety about the “natural force” becomes very interest- 
ing when we consider this patient’s postnatal structure. From 
early childhood, she had been afraid of her father, as he exhibited 
terrible fits of fury, and as he always compelled her to do his will. 
She seems, therefore, to relate her father-image to this natural 
foree, ejecting her from the womb. Psychotherapeutically, this 
point was of great importance, as the postnatal father-image was 
analyzed without any release of this patient’s anxieties and of her 
feelings of fatigue. Her great anxiety and her resistance to life 
were not, in the first place, related to this postnatal father-image, 
but to the fact of ejection from the womb by an overwhelming 
natural force. Also her sexual frigidity proved to be related to 
this fear of being overwhelmed by the “natural foree.” Even her 
unconscious homosexual tendencies were related to this resistance 
against the “male” force and her wish to regain the womb. 

Here one may ask if the primary experience of a father-image 
is to be found in the contraction of uterine muscles, ending the 
pre-natal state of happiness and security. Up to this point the 
author thinks in general that there are indications that this “nat- 
ural force” may be related to the father-image as well as to a 
mother-image in the sense of a terrible mother. So, in many 
dreams of being pursued, the pursuer may often be interpreted as 
this ejecting force experienced by the unborn child as starting 
from behind. 


Birth and Death 


In a very extensive analysis of a female patient, a trauma in 
youth was abreacted. In childhood, she had been sexually attacked 
by an uncle in a sadistic fashion when he had explored her vagina 
with a small metal object. But no analyst would be amazed when 
this patient, after re-experiencing this trauma produced a dream 
in which a murder was committed in a hot-house and in which was 
produced as much anxiety as in re-experiencing the sexual trauma. 
The writer was inclined to think at first that his patient sought 
again to abreact the fears relating to her uncle. But, in the light 
of Fodor’s explanations of the relations of birth and death, it be- 
came clear that this patient was no longer reacting to her child- 
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hood sexual experiences by these nightmares, but was reacting to 
the trauma of birth itself. In analysis, this proved to be the right 
interpretation. 


Birth and Castration 


Fodor discusses umbilical castration, the cutting of the cord as 
a tie between mother and child, as the primary castration complex. 
Although it is not always possible to find clear examples in pa- 
tients’ materials, one of the present author’s patients, an English 
lady, produced a nightmare in which she saw the penis of her hus- 
band half cut off. In general psychoanalytic opinion, such a dream 
would be the starting point for looking for suppressed aggressive 
tendencies against the husband. As this patient suffered from sex- 
ual frigidity, one would be inclined to relate such aggressiveness 
to this frigidity. But in doing so, one would have observed that 
the anxious feelings of this patient would not disappear. To the 
contrary, she herself observed that anxiety in this nightmare was 
of the same sort she experienced when she was outdoors. Besides 
frigidity she suffered from a sort of atypical agoraphobia; out- 
doors she had anxiety attacks when thinking of how to get home 
and to reach home. This anxiety had a remarkable symptom: the 
sensation of lack of breath. Moreover, her husband had, during 
her analysis, represented her own unborn state in her dreams (See, 
further on: “Placenta and Animus”). Considering these facts, it 
was not too forced to interpret this nightmare as a genitally-sym- 
bolized umbilical castration. When the analyst did so, her anxiety 
disappeared. 


To Rob the Womb 


This motive is related to childish fear of losing mother’s love. 
The following dream of a male patient may be an example: “I 
have my hand in the bag of a psychopathic girl. I feel several 
pieces of India rubber and try to get some of them. She observes 
my efforts and tries to prevent them. Meanwhile I steal some 
pieces and deny it to her.” 

The analysis of this dream showed that the dreamer called his 
mother a psychopathic individual, as she did not give him as much 
love as he wanted. He considered that “egotistical” had the same 
meaning as “psychopath.” Robbing the womb would be sym- 
bolized in this dream by stealing the pieces of rubber. As to these 
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pieces, however, he associated them with erasers, with making 
something disappear. Thus his robbing has an aggressive and de- 
structive tendency which is of great importance, as will be shown 
further on in connection with his migraine. 


Birth and Vagina Dentata 


The concept of the vagina dentata is often related to sexual im- 
potence and to fears of the female sexual organs. In the author’s 
materials, some dreams containing the vagina dentata show a rela- 
tionship to the trauma of birth, in the sense that passing the head 
through the bony pelvis is symbolized as putting it in an animal’s 
mouth. An example of this type of dream, produced by a female 
patient is: “I have a dog; he is very affectionate. But he seizes 
my face in his mouth. I don’t like it; it is creepy. One never 
knows if he will suddenly bite. My cheek is in his mouth and it 
causes me to be quite in his power, helplessly.” 

Closely related to this dream is the following: “An archway with 
some golden teeth. On the one side above the archway, Christ, 
and on the other side a dead man burned to ashes.” Death, resur- 


rection, vagina dentata! From this it is only one step to the fol- 
lowing: “I am going downstairs, the staircase is curved in; in the 
curve, some small metal objects threaten me when passing them.” 


Birth and Migraine 


Migraine, according to Fodor, is caused by pressure on the head 
during birth. In the present author’s materials, it seems that some 
aspects of migraine are more complicated. During a period of 
verbal analysis, the patient who had already shown an aggressive 
tendency against his mother (See “To Rob the Womb”) found 
this explanation of his own symptom. During birth-experiences, 
fear of the womb arises. Here, says this patient, is the starting 
point of the splitting of the mother-image into the good mother of 
the pre-natal state and a terrible mother ejecting the child. This 
fear causes: (1) aggression against the betraying mother; (2) 
flight back to the unborn state during which the child is betrayed 
by birth. Aggression against the mother, however, must be re- 
pressed as the baby needs the mother. The repressions of these 
primal aggressive tendencies are related to the pressure on the 


head. 
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This lesson, taught by a patient, yielded good results in another 
case of migraine: A female patient asked for treatment because 
of anal erotic fantasies with compulsory traits. She had the fan- 
tasy that she was treated by her mother in an anal erotic fashion. 
The mother would give enemas by means of a syringe with too 
large a tip. The entrance of this syringe caused pain. The whole 
fantasy-treatment by the mother was undergone with vehement 
protests and resistances, but the end of each episode caused both 
humiliation and satisfaction. 


During this patient’s analysis, it became obvious that her mother 
had treated her in reality by enemas in consequence of an intes- 
tinal disturbance during her first year of life. But recollection of 
this actual occurrence did not in the least release the compulsive 
fantasies which were, moreover, related to attacks of migraine. 
The author, therefore, thought it well to try to relate her migraine 
as well as her compulsive fantasies to the birth trauma, and he 
suggested that the hidden source of her fantasies was her uncon- 
scious wish to “overcome” birth. Her fantasied syringe would be 
a symbol of her own body, and she would repeat her own birth in 
an anal erotic way by producing obstipation and being violated by 
her mother. But at the same time her obstipation would be an 
anal erotic satisfaction for the loss of her stay in the womb, while 
protest against, and blame of, her mother would indicate her sup- 
pressed aggression against the terrible mother. 

When her symptoms were interpreted in this way, the patient 
became aware that the tip of the fantasied syringe always had the 
form of a baby’s head. On the day in which this interpretation 
was proposed, an attack of migraine disappeared. Further analy- 
sis was directed toward the effort to make conscious the patient’s 
aggressive tendencies against her mother, originating during birth 
and afterward suppressed. During this part of her analysis, the 
migraine sometimes threatened to reappear; but by always inter- 
preting her aggressiveness, actual attacks never developed, while 
compulsory fantasies disappeared. As a remarkable fact, it may 
be mentioned that this patient, during each analytic session, liked 
to sit on the floor near the analyst’s feet. As the analyst was, from 
the beginning, unable to interpret this strange behavior, he allowed 
it. When, however, birth and its trauma were discussed he was 
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able to interpret it. The patient sought to imitate the pre-natal 
attitude, and she expected the same love from her analyst as she 
had experienced from her mother during gestation. 


Birth and Exhibitionism 


A homosexual patient recorded a dream fragment: “My head 
was sticking out of my mother’s vagina; it looked like a penis put 
out.” Asa matter of fact, this patient often felt that his own head 
and body were like a penis, while he loved other men when he ex- 
pected they had beautiful penes. This expectation was related to 
his appreciation of the faces of the others. In this situation, he 
played the female role, identifying himself with his mother. As 
to the anal-erotic transformation of the trauma of birth—and 
aside from Fodor’s discussion—this is always shown in these ma- 
terials (See: “Anxiety for the Ejecting Force,” and the second © 
ease of “Birth and Migraine”). In the main the present writer 
has the impression that tendencies of exhibitionism are related to 
an effort to use the narrow escape of birth: the coming out of the 
narrow vagina into the world. Surely in exhibitionism, there are 
more complicated mechanisms (e. g., curiosity for other people’s 
apparatus), but it must be wondered if these complications might 
not also be reduced to some aspects of the trauma of birth. 


Birth and Epilepsy 


Though the diagnosis of epilepsy indicates a collection of dis- 
eases which show epileptic attacks, it is a well-known fact that sev- 
eral forms of epilepsy react favorably to analysis (by a reduced 
frequency of fits). A female patient had epileptic fits after the 
bombardment of Nymegen; and the author diagnosed psychogenic 
epilepsy. After abreacting her experiences at Nymegen during the 
bombardment, she showed more and more birth symbols in her 
dreams. These are most clearly expressed by the following dream: 

“T am in a ball, it is fully dark and I have the feeling of suffoca- 
tion. Near my occiput, I feel kicking against the ball from outside. 
I am standing on my head, my legs folded up. The ball is shaking 
from the kicking forward and backward, but it does not tumble. 
Suddenly the ball cracks; I hear a crackling noise; and, at the same 
moment, I am falling, seeing daylight for a very short time.” 

While the whole dream is a very clear description of birth, the 
only obstacle in it was her feeling of suffocation before there was 
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any opening of the uterus. The author supposed that from the 
very beginning of contractions (the kicking outside the ball, ex- 
perienced in the occiput) the umbilical cord must have been 
squeezed. But if this had actually been the fact the patient must 
have been born completely asphyctic. Her mother later verified 
the fact that the patient had been born completely black from 
suffocation. 


Pre-Natal Trawmata 


In the matter of pre-natal traumata, the author experienced 
some resistance against accepting the possibility the unborn child 
could react to pre-natal sexual intercourse. This resistance, how- 
ever, had to pass when a female patient told this dream: “I am in 
a church, all is good. But then Christ enters. He has a wooden 
leg and I become extremely afraid of the rhythmical clashing 
sound of His foot in the floor.” The wooden leg may be associated 
to the swollen foot of Oedipus. At any rate, it indicates the penis 
in erection, while the patient associates Christ with the creator. 
The whole threatening scene, which could be interpreted as a re- 
pressed Oedipus complex, is, however, placed in a quiet and silent 
church; and all this might be interpreted as a pre-natal occurrence, 
the disturbance of pre-natal silence. Of course it is possible that 
retrojection of post-natal ideas referring to the Oedipus complex 
inspired the symbol of the wooden leg, but the extreme anxiety and 
the disturbance of silence and security indicate a pre-natal experi- 
ence in this case. Moreover, interpretations of this dream in this 
way caused the anxiety to disappear at once. 


Placenta and Animus 


If abortion is threatened by accidents during gestation, one of 
the most important questions is whether the placenta is damaged 
and to what extent it may be hurt. When such accidents occur, one 
may discover, in dreams, the reactions of the unborn child. In one 
case the injury to the placenta was symbolized by a fur garment 
with a rip in it. (The accident must have taken place after three 
or four months of gestation.) In another case, there was a night- 
mare in which a leak of water into a room indicated an unsuccess- 
ful attempt to induce abortion. 

A third ease, in which the mother was in an automobile accident 
in the sixth month of gestation, shows some peculiar aspects re- 
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garding man and his double. As this patient is a woman, the same 
English woman mentioned in the discussion of birth and castra- 
tion, her double could be called her animus in Jung’s terminology. 
Two dreams may be recorded here: 

“T am in some place, the atmosphere again similar to that of the 
R. A. F. I am in a large house with many floors and rooms and 
there are many other people there of both sexes. For some un- 
known reason, a female companion and myself are looking for a 
man. We are searching one floor, in particular, in the middle of 
which is a sort of hall. We have already searched this hall and are 
returning to where we came from, when it occurs to my companion 
to lift up a curtain before an alcove. She does so, and I see two 
feet in black shoes revealed. In a flash the man has run several 
paces back. He looks defiantly at me—it is a man named Sin-clair. 
As I look at him I know it is now or never. I throw the small knife 
I am holding. Its point goes through the region of his heart. He 
staggers a bit, and I have the idea the knife was not thrown with 
sufficient force. I run out of the hall and downstairs. This man 
is running after me. As I reach the next floor, I see many people 
about. I shout to them: ‘Look out, I have found the murderer, and 
he is after me.’ I am in quite a panic to escape from this man. 

“Then somehow I am out of this house and am on my way to the 
railway station. Presumably the murderer is now an R. A. F. ser- 
geant who is stationed at Harrogate with me, a tall, fair, rather 
dim-looking bloke. I hasten toward the railway station, and enter 
the lost property department. It is filled with hundreds of differ- 
ent sorts of articles, all sorted into rooms or groups. I am looking 
for a chair from home which is lost. It is covered in brown leather 
and it is tattered a bit. I search through the whole big section of 
lost chairs most carefully, but I don’t find it. Just when I see the 
right kind of upholstery, the wooden framework is wrong; and 
when I see the right framework, the upholstery is wrong. I have 
completed the section but I decide to start all over again even more 
carefully. I start looking. 

“T come to a white wooden chair which seems to have no back. 
Underneath it is a leaf. I sit on the top. I notice that the leaf can 
be unfolded, and I decide that the chair is really a folding tea 
table. I think I shall take it to the people and say that it belongs 
tome. Then I see a ticket on the leaf underneath and I gather that 
it has already been claimed and that several payments have already 
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been made on it. I start wandering through the other stacks of 
chairs. All the time I am thinking that the murderer will natur- 
ally assume that I have taken the first train I could get and that 
this is a good way to mislead him. I think I return to the large 
house where I was in the beginning, but what is there is forgotten.” 

Although this dream shows several aspects of postnatal nature, 
aggressiveness against the male, here named Sin-clair, is clear in 
it. Apart from postnatal feelings of guilt the real source of these 
feelings of guilt (Sin-clair) is pre-natal as will be made clear in 
the second dream. Before proceeding to this, however, a small 
fragment of another dream may be discussed to show a peculiar 
aspect of the aggression. She meets her male. He has a knife in 
his hand, and she a gun. They are standing opposite each other, 
and, at the same time, they attack without speaking a word. At 
the same time, too, they are fatally wounded and fall. 

This aggression is most closely related to one of her symptoms, 
fits of anxiety in which there is severe depersonalization and fear 
of losing consciousness. Incidentally, it may be inferred that the 
lost property department and her search in it is connected with her 
wish for the pre-natal state. 

The second dream is the following: 

“T am going on a trip of some sort with an unknown man. At 
one point we enter a large store. He goes to a counter to buy some- 
thing and I pick up a packet of chocolates and say, ‘T’ll have this.’ 
The man agrees, but immediately I feel sorry. I want the choco- 
lates but I am sure he cannot afford to pay for them. Then I go 
up stairs to another floor. Here, laid out on tables, are all sorts of 
delicious eatables, cakes and puddings and pies. I want some of 
these, too, but I think I am rushed for time. I go around quickly, 
trying to make up my mind. I keep dipping a spoon into this bowl 
and then into that, and tasting the food. I come to a very nice 
dish—it tastes like a gooseberry flan—sweet and yet sour, too. 
Then I have to rush away and there is no time to buy anything. 

“Now I am with a lot of other people in what appears to be an 
airship moving in space between the earth and the sky. We are 
going somewhere, but the destination is unknown. The moon or a 
similar object is, however, quite visible from the space ship. There 
is something wrong with the moon. I see it with a dark shadow 
spreading from the right-hand side to the middle. It looks rather 
similar to the real shadows on the moon, but this is only one 
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shadow and is very dark and clear in outline. A substance is flow- 
ing out of the shadow part and into the sky surrounding it on the 
right. This is discoloring the sky’s texture. I am very much con- 
cerned about it. I speak to someone and I describe the moon as 
being angry, with some disturbance inside it which threatens our 
safety. Nobody seems very interested but me. Throughout the 
whole of this journey I go in fear of the disturbance on the moon 
getting worse and something happening then that will kill us.” 

This dream depicts the pre-natal state; the moon obviously sym- 
bolizes the placenta—the dreamer’s double, the male who cannot af- 
ford to pay for her food. As already mentioned, her mother had had 
an automobile accident in the sixth month of pregnancy; and, in 
this dream, the injury to the placenta is symbolized by the threat- 
ening shadow on the moon. The substance flowing out of the moon 
must indicate blood. (This patient had produced several dreams in 
which the color orange indicated blood, a mixture of red and 
hazel.) It is notable that she depicts the moon as angry. Here is 
the source of her aggressiveness. 

To make this clear, it is necessary to have good insight into the 
phenomenon of the double. The author has found generally that 
the pre-natal double represents a mental principle comparable to 
the neovitalistic idea of entelechy and to the ancient Egyptian 
notion of the Ka. (Some modern African Negroes are reported to 
give the child, when born, a doll. This doll will be buried during 
the puberty rites, when the candidate is esteemed to be able to 
judge for himself, and when he, therefore, may be admitted into 
the tribe.) In the present patient’s analysis, these concepts were 
called “Id-mind,” indicating mind before the injury to the pla- 
centa, and ‘I-mind” after the injury. Her whole analysis seemed 
to be concerned with this primary trauma, after which she could 
no longer surrender herself to the biologic driving foree of “Id- 
mind,” localized in the placenta. (The fact that the “Id-mind” is 
localized in the placenta is often noted by the author; and, after 
consideration, this localization is understandable; the placenta is 
the biologie center of regulation for food and oxygen.) Whereas 
this “Id-mind” is conceived of as male as long as the placenta 
functions well, this male is shifted to the “I-mind” after placental 
injury. And by this shifting, the animus is aroused as an “I-syn- 
tonic” mind, for defense against the menace out of the placenta, 
the original “Td-mind.” So it is understandable, too, that in the 
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course of this patient’s analysis, the idea often arose that her male 
had been murdered, while at other times she tried to murder her 
male. 

As a humorous note, it may be mentioned that this patient 
showed in her youth a strongly ambivalent attitude toward her 
mother and that she caused her mother many fits of fury. In one 
of the mother’s fits, she struck her daughter on the head with a 
saucepan. Remembering the round shape of such a pan, with its 
handle, a comparison to the placenta, round like the moon, with an 
umbilical cord, is striking. At present, analytic data suggest to 
the author that the placenta ordinarily represents the male regu- 
lating and leading principle, may the baby be male or female, 
whereas the child itself (of either sex) is female as regards the 
placenta. 


Somer THEORETICAL NOTES 

The author may be permitted to note some theoretical questions 
at the end of this study, as Fodor’s new viewpoint deserves full 
attention. 

1. The question may be put whether Freudian images and 
Jung’s archetypes may be reduced to experiences during the pre- 
natal state and during birth. There has not been enough study to 
answer this definitively, but the question may be put. 

2. A difficulty in many analyses is the so-called flight to reality. 
Sometimes, it seems that analysis is unable to break this flight. 
But the interpretation of this flight as a wish to stay in the pre- 
natal state, avoiding birth itself, brings this psychotherapeutic 
problem to a level where the analyst may work. Many times this 
flight has been interpreted as a flight to the mighty father; and one 
has looked for incestuous tendencies. But these interpretations 
have not always applied. Nevertheless, the basis of this father- 
image, the pursuer, is birth itself: the contraction of the uterine 
muscles compelling the child to leave its mother’s womb. The con- 
nection between incest and the wish to return to the womb has al- 
ready been described by Fodor. 

3. After World War II, many persons suffered from vague 
symptoms: fatigue, poor mental concentration, lack of sleep, ete. 
These people showed low blood pressure and were treated by liver 
and vitamin B,, or other combinations. From a somatic view- 
point, the medical world supposed this neurasthenic complex was 
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caused by malnutrition during the war. Yet this theory could not 
be maintained in all cases. From a psychological viewpoint, all 
the sufferers had some traits in common: They all showed mental 
patterns of having escaped from one catastrophe, only to be await- 
ing a new one. Some of them attributed this to fear of future eco- 
nomic situations, others to fear of future Russian oppression. 
Their minds were between catastrophes, possessed by anxiety. 
When these catastrophes are interpreted as reminiscences of birth, 
each of them seems to be related to the contraction of uterine 
muscles. The question may be put as to whether such actual con- 
tractions may cause hypertension in babies’ blood, while each re- 
laxation might produce hypotension. There are, from a psycho- 
therapeutic viewpoint, some vague indications that hyper- and 
hypotension may be related to this birth mechanism, with hyper- 
tension accompanied by a sort of psychic spasmodic effort to over- 
come difficulties in life, and hypotension by an attitude of awaiting 
new difficulties. The fact is that, now, five years after the war, 
symptoms of low blood pressure are replaced by those of too high 
blood pressure. 

4. Inall cases of treatment, when the abreacting childhood trau- 


mata do not cause the disappearance of neurotic symptoms, the 
author has demonstrated that the trauma of birth, or some pre- 
natal trauma must be analyzed to bring recovery. 

5. Those who are puzzling as to how an unborn or nearly-born 
child can receive engrams of such sensations may, in the first place, 
be referred to Fodor’s work. But in addition, a patient’s dream 
may be mentioned here, in which the dreamer was floating through 


a window. The glass in the window was broken, and only large 
splinters remained. In passing the window, the dreamer had 
something around his neck, of which he could see only a light spot. 

The analyst asked him if his mother had had large ruptures 
after his birth and if he had been born with the umbilical cord 
around his neck. The mother verified these facts. On the one 
hand, the analyst may be content when he observes that his deduc- 
tions correspond to reality; but, on the other, one feels one’s self 
uneasy when asking, “What is mind?” In such eases as this one, 
we cannot accept the view that sensorial awareness enables a baby 
to observe such things. 

6. At present the author differs on one point from Fodor; 
Fodor thinks there must be a telepathic relation between the 
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mother and the unborn child. The present author has not yet 
found this pre-natal contact; and he himself thinks that there has 
been a pre-natal contact between the child and its placenta (mind 
or double). Moreover, he has found some indications that, after 
birth, this pre-natal symbol of mind may be transferred to the 
mother. In that case the primary telepathic contact may be made 
in the first life-year. (In Psychiatrische en Neuroloogische Bladen, 
1938, pages 632-675, the author has already published a study on 
this matter and has already shown that the primary contact be- 
tween mother and child during the first life-year may have a tele- 
pathic character.) 

7. Another point drew the author’s attention when a woman 
patient complained of prickling sensations around her navel. From 
her dreams, it was already clear that umbilical castration was un- 
consciously active; and the author thus had grounds to suspect 
that these prickling sensations were related to the cutting of the 
cord. The patient said the sensations had started in puberty and 
were related to menstruation. This suggested to the analyst a re- 
lation between birth and menstruation. Afterward, he found, in 
several other cases, the same sort of association. It seems that, 
mentally, menstruation is a sort of birth in the sense of a sudden 
change from one psychic state into another. This question, how- 
ever, needs further investigation. 

8. Fodor’s acceptance of the integration of pre- and postnatal 
states seems to throw a new light on the Freudian conception of 
“T-syntonic development,” or on the notion of “self-realization.” 
It seems that all postnatal development aims at one purpose: the 
restoration of pre-natal happiness. All organic libido, oral, anal, 
urethral and genital, seems directed toward the re-establishment 
of some part of this state. [Even incestuous tendencies seem to be 
an effort to realize the pre-natal situation. 


9. As to Heidegger’s existentialism and the so-called boundary- 
situations, more or less connected to Horney’s basic anxiety, we 
may put the question if whether, from an analytic viewpoint, these 
conceptions are related to this birth trauma. 


10. Closing discussion of these materials related to the trauma 
of birth, the author may explain that his purpose in this publica- 
tion is two-fold: on the one hand to draw the attention of other 
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analysts to Fodor’s very important viewpoint, and, on the other 


hand, to show some possibilities of a deeper understanding of neu- 


rotic symptoms and the probable shortening of treatment. 


Sweelinckplein 70 
The Hague 
Holland 











TREATMENT OF DRUG ADDICTION 
Preliminary Report 
BY E. Y. WILLIAMS, M. D. 


The effective treatment of drug addiction involves three serious 
problems: 1. Many afflicted individuals are afraid of being sent 
to prison if discovered and dislike the publicity given to them. 
They believe drug addiction should be treated like any other dis- 
ease. 2. Many dislike the idea of going to a federal hospital, which 
is at a considerable distance from their homes and loved ones, thus 
making visits costly if not impossible, for most. 3. Lastly arises 
the problem of some form of treatment that would render these 
patients symptom-free in the shortest period of time and, at the 
same time, combat withdrawal symptoms. 


To combat these obstacles in the way of treatment, patients ap- 
pearing at Freedmen’s Hospital voluntarily for treatment of drug 
addiction, and not charged with crimes by the police, or patients 
admitted for other disorders and discovered to be drug addicts, 
have been accepted for study.* These patients were treated like 
others on the hospital service and thus, the first two of the prob- 
lems complained of was met. They were not treated like crim- 
inals; and, equally significant, they were within reach of their 
loved ones, but guarded from former accomplices, while in the 
hospital. 


The task of finding some preparation which would completely 
eliminate morphine and its derivatives, even in the method of grad- 
ually reducing dosage to combat withdrawal symptoms, proved to 
be successful when calcium gluconate was accidentally discovered 
to have this capacity. An outline of the therapy used is here 
briefly given. This consisted of: (1) Intravenous use of calcium 
gluconate or other intravenous calcium preparations combined 
with barbiturates; (2) fluids (2,000 ec. of 5 per cent glucose in 
normal saline), intravenously daily; (3) high vitamin therapy with 
vitamins B and C; and (4) psychotherapy. 


*Study supported by funds from E. I. Kaufmann, with aid from Sandoz Pharmacev- 
tical Company. 
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PROCEDURE 


With Calcium Gluconate (10 to 20 Per cent Solution) 

In this hospital’s therapeutic approach to this problem, morphine 
and its derivatives are abruptly withdrawn. Instead, the patients 
receive, intravenously, 10 cc. of 10 to 20 per cent calcium gluconate 
(solution which includes 2 gr. of one of the barbiturates every 
four hours (six doses daily) for the first two days. This is re- 
duced to four doses for the next three days and to three doses the 
next three to four days. Usually, after the fifth day, these pa- 
tients are practically free of withdrawal symptoms. 

It is evident that immediate relief follows administration of this 
preparation. Because the effects of this relief are short-lived, it 
is necessary to repeat the dose every three hours. Not infre- 
quently, however, after the disappearance of withdrawal symp- 
toms, patients show evidence of anxiety. Fortunately, this is also 
relieved by further doses of a calcium preparation in dosages of 
10 ec, intravenously three times daily. 

While calcium gluconate was first used, neocalglucon was found 
preferable later, as it represented a 20 per cent solution. In one 
case, nicotinic acid was used briefly, but its action was not so last- 
ing as the calcium preparations. The greatest difficulty experi- 
enced was the fact that the patients at the outset were extremely 
skeptical. They believed that only morphine would alleviate their 
symptoms. When once convinced of the contrary, co-operation was 
not difficult to obtain. 

The use of calcium gluconate for treatment of drug addiction 
was “stumbled upon” when a staff member accompanied a “house- 
staff officer” on an emergency call. They became accidentally 
separated, and the so-called emergency case proved to be a drug 
addict. Once the doctor was inside the man’s house, the addict 
foreed the physician at the point of a gun to turn over his bag to 
him. Finding that there was no morphine in the physician’s kit, 
the addict inquired as to the use of the calcium gluconate he found 
in the kit. When told it would make a person feel warmer, he in- 
sisted, in his desperation, on having some given to him, as he was 
having chills at the time. The injection was given, as there seemed 
to be no practical way to refuse. There was also no idea that the 
drug would relieve the withdrawal symptoms which were present. 
To the surprise of all, however, the man was relieved. He, there- 
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upon, confiscated the other two ampules of calcium gluconate in 
the doctor’s bag. He promised, after settling some financial af- 
fairs, to report to the hospital for treatment the next day, but he 
did not come and he was not seen again. 

Since drug addicts are, for the most part, markedly dehydrated 
or have lost much weight, fluids in the form of 2,000 ce. of 5 per 
cent glucose in normal saline solution are given intravenously. 
In addition, vitamin C, either in tablets or orange juice, is given, 
plus 100 to 200 mg. of B, daily. These patients, generally, show 
much improvement with this therapy. 

After the acute stage of withdrawal subsides, some few symp- 
toms persist. The most difficult to control is diarrhea, since, when 
it is checked, constipation invariably follows. Also difficult is 
the factor of cold, clammy sweats. The hands and feet remain 
unusually moist for some time, even after the withdrawal symp- 
toms disappear. Abdominal cramps disappear soon after the ad- 
ministration of calcium. 

Temperature difficulties have caused much concern at this hos- 
pital, and great effort has been made to find etiologic factors other 
than drug addiction. None has been found, although on two ocea- 
sions sulfonamides were given. However, when the withdrawal 
symptoms disappeared, temperature elevations eventually sub- 
sided. 

While six cases studied here showed evidence of marked emacia- 
tion, only two patients had pellagra. Anorexia, nausea, vomiting, 
and diarrhea alternating with constipation were also associated 
with withdrawal symptoms. In addition, there were hyperactive 
reflexes and increased pigmentation of the skin on the back of the 
hands and feet. 

Definite attempts were made to find the psychologic basis for 
the use of morphine by these patients. It was noted that, after 
the cessation of withdrawal symptoms, there appeared symptoms 
not unlike an anxiety syndrome. These consisted of disturbances 
of mood, fear, restlessness, general nervousness, headache, tachy- 
eardia, and choking sensations. Sexual frustration appeared. to 
be the most common basis for the use of the drug. As already 
stated the symptoms were controlled by the continued use of eal- 
cium preparations, while the psychotherapeutic efforts were made 
to make the patient understand them. Some of the more common 
reasons for the use of drugs, as given by these patients, are here 
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cited in order of frequency. These were: (1) nervousnss, restless- 
ness, and “bad nerves,” which the addicts were told would im- 
prove; (2) the need for a thrill and to feel more daring; the re- 
sults of; (3) stories by others or gifts of drugs (to girls) to use, 
or taking drugs on a dare; (4) the relief of alleged pain; (5) just 
relaxation and feeling a free person; and (6) “no reason.” 

Length of treatment was conditioned by a patient’s degree of 
inanition, or other physical disorders. Usually these patients were 
discharged from the hospital after four weeks. 

There was no assurance, however, that discharged patients did 
not return to the drug. Because of their low economic level and 
fear of reporting back to the clinic, follow-up has been very inef- 
fectual. This has been further hampered by the fact that the pa- . 
tients often moved and left no forwarding addresses. The hos- 
pital has, nevertheless, treated two patients who were repeaters. 


Treatment Results 


Sixteen cases were treated in this series, eight with calcium glu- 
conate alone, and seven with a combination of calcium gluconate 
and one of the barbiturates, the latter being far more effective. A 
short résumé of some of the cases treated follows: 

Case 1 

L. W., a 24-year-old musician, lost his ability to “reach to 
ecstasy” during his playing of his saxophone. Somebody advised 
him to use drugs to improve his playing. After two years, he de- 
cided to give up drug-taking, following cellulitis of the left arm 
and evidence of withdrawal signs. These were mental depression, 
epigastric distress with nausea, marked sweating, loss of appetite 
and libido, dilated pupils, and pains in the legs. He was given 20 
ee. of calcium gluconate, plus 2 gr. of phenobarbital intravenously 
every three hours for the first three days, followed by the same dos- 
age four times daily for the next four days, after which all symp- 
toms disappeared. Psychotherapy, which started at the beginning 
of his hospitalization, delayed his hospital discharge for four addi- 
tional days. The patient left the hospital feeling his former self. 


Case 2 


K. J., a 22-year-old drug addict, was brought to the hospital in 
the custody of two police officers, because of severe symptoms 
while under arrest. These were severe abdominal pains and di- 
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arrhea, blurring of vision, disturbed sleep, and deep pain “in the 
bones.” The use of 20 ee. of calcium gluconate intravenously 
caused immediate cessation of symptoms, to the astonishment of 
the patient and the police officers. Several ampules were given to 
the officers for further use that evening. No morphine was used. 


Case 3 


B. J., a 26-year-old soldier, began using drugs upon his army 
discharge. His wife noted this when she found him to be impo- 
tent. His symptoms were colicky pains in the abdomen, chills and 
a temperature of 101°, agitation, severe loss of weight, and trem- 
ors. He was hospitalized for 18 days; and, after the sixth day, 
withdrawal symptoms disappeared except diarrhea, which disap- 
peared by the tenth day. The patient received 20 cc. of calcium 
gluconate every two hours on the first day, with 3 gr. of sodium 
amytal in each dose. On the second day and thereafter, intervals 
were lengthened to four hours and the dosage of barbiturates re- . 
duced to 2 gr. Psychotherapy was given during this whole period. 


Case 4 

J. A., a 42-year-old truck driver, had been using heroin periodi- 
cally over 13 years. At the time of hospitalization he was using 
14 gr. five or six times daily. As his funds ran low, he sought hos- 
pitalization. Findings were headache and restlessness, cramping 
pains in the abdomen, the right pupil very small, the left dilated, 
marked constipation, bodily aches, severe emaciation and a skin 
color suggestive of pellagra. Laboratory data were essentially 
negative except for mild anemia, 3.3 million red blood count. The 
patient received 20 cc. of calcium gluconate with 2 gr. of nembutal 
intravenously for eight doses daily (every three hours) for two 
days. Thereafter, this was reduced to four doses daily for eight 
days. A blood transfusion and nicotinic acid were used as adjunct 
therapy because of the emaciation. This patient spent six weeks 
under therapy, but withdrawal symptoms were no longer present 
after the eighteenth day. 


Case 5 


A. J., a 36-year-old restaurant proprietor, gave a history of the 
use of drugs over a period of 18 years—during which he many 
times “broke himself,” that is, halted his own withdrawal symp- 
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toms. When he found it impossible to check the symptoms, he re- 
quested hospitalization. The symptoms were “cramping pains” 
in the abdomen, cold clammy sweats, loss of appetite, insomnia, 
flushing of the skin, dizziness and weakness. His blood pressure 
was 90/64, and red blood count 3.3 million. The patient was placed 
on 20 ee. of calcium gluconate plus 3 gr. of sodium amytal intra- 
venously four times daily, plus calcium gluconate, 20 gr., q. i. d., 
in addition, and ferrous sulfate, 3 gr., t. i. d. Withdrawal symp- 
toms were relieved by the seventh day and all symptoms were gone 
by the eleventh day when he requested discharge. 


Case 6 


V. C., a 30-year-old hospital attendant, was admitted to the hos- 
pital because of diarrhea, vaginal bleeding, restlessness, severe loss 
of weight, shaking all over, cramps and dizziness, and marked frig- 
idity. Diagnosis of drug addiction to morphine was elicited and 
she was placed on 20 ce. of calcium gluconate every three hours 
for eight doses daily for two days. Thereafter the patient was given 
calcium gluconate whenever she requested. This was about eight 
times daily the next day and gradually reduced to none by the 
eighth day. Supportive therapy of vitamins and fluids were used 
on all cases. 


CoMMENT 


The relief of the distressing withdrawal symptoms of drug ad- 
diction with calcium gluconate was accidentally brought about on 
the first occasion reported here when a desperate patient forced 
its administration. Previous studies, however, had shown that 
beneficial results were effected by use of calcium preparations in 
certain types of gastro-intestinal disorders. 

In a report of 24 cases of lead colic studied by Bauer’ and others, 
they noted dramatic relief following the intravenous use of calcium 
preparations. Because the improvement was so rapid, these au- 
thors expressed the opinion that the lead could not have been 
taken so suddenly into the bones as is usually believed. Rather, 
they expressed the belief that relief was due to the anti-spasmodic 
action of calcium. Similar studies were reported by Fitzhugh? and 
others. Aub, Bauer, and Miller* expressed the view also that cal- 
cium may have the effect of lessening peristalsis in certain types 
of intestinal and abdominal pains. Pisani‘ called attention to the 
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relief obtained in intestinal tuberculosis with intravenous use of 
calcium preparations. This he attributed to its being able to pro- 
duce fibrosis, and to a lesser degree, to its antispasmodic proper- 
ties. It was noted by Minot® that animals poisoned with carbon 
tetrachloride and showing marked gastro-intestinal upset could 
be cured almost instantly with intravenous use of calcium prepara- 
tions. 

Kennedy® observed that when the calcium contents of fluid used 
to bathe isolated strips of the uterine muscles of rats was in- 
creased, there was a loss of tone and peristalsis. Goodman and 
Gilman’ mentioned the antispasmodie action of calcium and its 
efficacy in the treatment of ureteral and bladder colic, and stressed 
its antispasmodic action on smooth muscle. Wright*® suggested as 
a function of calcium one that regulated the excitability of nerve 
fibers and nerve centers, while Bronk® observed that a high con- 
centration of calcium blocked synaptic transmission, and that the 
threshold of nerve fibers for electrical stimulation was reduced. 
On the other hand, MeCance and Widdowson” noted that the use 
of caleinm preparations led to a rapid excretion of calcium and 
magnesium by the kidneys. They further noted that there was no 
evidence that any additional calcium or magnesium was excreted 
in the gastro-intestinal tract. Based on his experience with the 
use of calcium preparation, Lieberman” expressed the view that 
calcium gluconate was superior to other forms. In the present 
studies, this was the preparation used. 

The therapies used to combat drug addiction are too numerous 
to mention. To note a very few, shock therapy was used as an aid 
in the withdrawal syndrome by Avery and others.'? Modern" 
found insulin very efficacious, especially when alcoholism co- 
existed. Gradual withdrawal is highly recommended by Himmels- 
bach.* Benzedrine* and thiamine chloride also have been used, 
but neither has provided instant relief in the writer’s limited ex- 
perience. 

Two problems were observed in the present treatment: The first 
was the obliteration of nearly all superficial veins in nearly all 
eases, a fact which made the administration of calcium gluconate 
impossible in two cases. Such findings, however, have also been 
noted by Niedermaier.’* The other problem is the belief of the 
patient, in most cases, that only gradual withdrawal can stop his 
symptoms. Another pathologic feature observed was pellagra, 
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seen in two cases. Such observation has also been noted by Camer- 
ford.” The symptomatology noted in these cases was similar in 
every respect to that reported by Himmelsbach. 

Wolff,’* in a League of Nations report, expressed the belief that 
some patients may get along on a marginal amount of morphine, 
and gave as an illustration the celebrated John Hunter. 


Because of the loss of libido associated with the use of morphine 
and its derivatives, it might well be that continued use would be 
preferable to the difficulties of arousing libidinal desires. Wolff 
expressed the belief that sudden withdrawal was a brutal affair. 
The use of calcium gluconate combined with sodium amytal or 
nembutal seems to refute this statement, since the patients so 
treated get actual relief from the distressing symptoms of with- 
drawal. 

It has been the writer’s observation that prolonged hospitaliza- 
tion is necessary solely for psychotherapy and for the hope that 
changes in environment would develop to help the patient in his ef- 
fort to stay clear of the drug. 


SUMMARY 

1. In this preliminary report, 16 cases of drug addiction are 
here presented. Eight of these were treated with calcium gluco- 
nate alone. Seven were treated with a combination of calcium glu- 
conate and barbiturates, and one with calcium gluconate and nico- 
tinic acid—separately, but both intravenously. Calcium gluconate 
with the barbiturates was preferred in that it had more lasting 
effects. 

2. All patients received relief in a few minutes from symptoms 
caused by withdrawal of morphine and its derivatives. The re- 
turn of symptoms was treated with repeated doses, with the same 
results, until the symptoms completely subsided. 

3. Morphine, or its derivatives, was withdrawn completely in 
14 cases, and continued for a while in two, because of previous ex- 
perience of the house physician. His instructions were, however, 
soon changed to abrupt withdrawal of the drug. 


4. While no conclusion is drawn here as to exact dosages de- 
sirable, this study does show that the withdrawal symptoms of 
drug addicts who are willing to accept treatment in a general hos- 
pital, and who are not wanted for crimes by the police, could be 
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treated in the general hospital effectively and well with the intra- 
venous use of calcium gluconate and the barbiturates, combined 
according to individual variations. 


Division of Neuro-Psychiatry 
Howard University Medical School 
Washington, D. C. 
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THE “EMPTY BAG” TYPE OF NEUROTIC 


BY EDMUND BERGLER, M. D. 


In analysis, some neurotics present a particular problem when 
an attempt is made to solve a specific sector of their personality 
difficulties: For an interminable period, they cling to pseudo- 
aggressive tactics in their relations with other people. Time and 
again during treatment, both in the transference repetition and 
outside it, they are shown how senselessly they provoke their fel- 
low men, only in order to prove unconsciously to themselves that 
they are not masochistic but “aggressive.”* At bottom, they gain 
little by this technique; the inner conscience, for whose benefit the 
show is produced, remains unconvinced, and the victims of their 
provocation retaliate, usually with interest. Nevertheless, the 
technique is persisted in, and is in some cases unchangeable. 

Why is this so, and what is the reason for the tenacity of the 
specific defense ? 

In analyzing these deeply masochistic neuroties, the writer has 
found that in addition to the so obvious defense against inner 
passivity, another element enters the genetic picture; an ego so 
weak and empty that—bereft of its typical defense—it has nothing 
to offer, and is incapable of finding a substitute. This “empty bag” 
attitude reinforces the defensive technique which is typically en- 
countered in orally regressed cases,** and at times makes the de- 
fense insurmountable. 

Neurotics whom the writer has in mind are people with artistic 
aspirations but without corresponding performance. They are 
advertizing executives, editors in publishing firms, erities, literary 
agents: in short, half-parasites, nourished on other people’s 
achievements. There are exceptions, of course, persons who do 
these jobs creatively, but they are not the rule. The choice of the 
mechanically-performed profession may, perhaps, not be acciden- 
tal, and may correspond to the previously-mentioned inner unpro- 
ductivity and emptiness. Characteristic, and curious, on the part 
of these neurotics, is their contempt for the “poor suckers”—mean- 
ing the creative artists—who make their parasitism possible. Al- 

*For a differential diagnosis between normal and neurotic aggression: See table, 


p. 27, in the author’s Battle of the Conscience (Washington Institute of Medicine. 
1948). 


**Details in The Basic Neurosis (Grune & Stratton. New York. 1949). 
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though these people sometimes ironically admit that they are “like 
a kite which cannot fly without a string,” their attitude toward the 
“string” is, nevertheless, one of ironic contempt, and rejection, 
covering thinly disguised envy. 

Neuroties of the “empty bag” type are so fully engulfed in their 
psychic masochism—-and that makes them unproductive*—that in- 
stead of producing a sublimation, they come up with, at best, a neu- 
rotic defense. Building up that defense, from early childhood on, 
has sapped all their inner energy; the removal of the defense 
would leave them completely deflated. To avoid that specifie de- 
nouement and danger, of which they are unconsciously aware, the 
defense is perpetuated. 

Here are three representative examples, taken from an extensive 
material. 


An editor in a big publishing concern, in analysis because of im- 
potence, constantly quarrelled with the authors “under his super- 
vision,” the phrase which, in his megalomania, he devised to de- 
seribe his type of mechanical and not creative editing. Most of 
these conflicts grew out of his technique of making objections. 
Money-making authors were handled with kid gloves, those whose 


books sold less well, were not. In a rather cowardly fashion, he 
capitalized on the fact that the less successful the author, the less 
chance there was of rebellion against his tactics. He got into 
trouble when a younger author complained to an older friend (also 
the “property,” but in this case highly valued, of the same pub- 
lisher). The established writer was amazed. “Incredible! He is 
submissive to me in a rather disgusting fashion.” The older 
writer was so indignant that he called the matter to the attention 
of the editor-in-chief; the patient was energetically called on the 
earpet. It was this, coupled with his poor potency, which pushed 
him into treatment. But even in analysis, his peculiar super- 
ciliousness remained static for a long time. The patient denied 
being overbearing and disagreeable; his claim was that he just did 
his “duty.” 

Another patient, an executive in an advertising firm, used the 
identical technique with his subordinates, especially the “so-called 
creative bunch,” as he put it, tactfully. He got himself fired; and 
when he was later re-hired under humiliating circumstances, his 


*For elaboration, see The Writer and Psychoanalysis (Doubleday. New York. 1950). 
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new assignment was deliberately chosen to keep him from any 
contact with “the bunch.” His supervisor told him: “Your per- 
sonality makes it impossible. Why can’t you ‘live and let live’!” 

Still another patient, a literary agent, used a bitter-sweet tech- 
nique on his clients. Since he was a good agent, some of “his” 
authors swallowed the dose of irony, unappreciation, tactlessness, 
and even malicious criticism, regularly served to them. He had a 
peculiar talent for rubbing his clients the wrong way, mainly by 
disparagement, and playing one off against the other. When he 
was with Writer A. he would begin with not-so-subtle irony against 
A., continue by tearing down Writer B., and then progress to high 
praise of the new acquisition, Writer C. In a pseudo-mephisto- 
phelian counter-move, he would repeat the identical performance 
the next time he saw Client B., this time tearing down A. He always 
made sure that there was a link of some kind between A. and B., 
either direct, when they were acquainted, or indirect, when they 
had common friends. Naturally, he would always warn them that 
he was talking “confidentially.” Since A. and B. invariably got 
wind of what had been said about them, and of course resented it, 
the poor agent had “every reason” to complain indignantly about 
the “indiscretions” of people whom he considered his “friends.” 
He was not conscious of the fact that he himself had engineered 
the plot for reasons which were basically masochistic, although 
superficially, as defense, they were, of course, pseudo-aggressive. 

As compensation for these bitter doses, the agent did achieve 
good sales results. Amusingly enough, these were based on sim- 
ilar techniques, this time applied to editors. Here, he capitalized 
on the editors’ insecurity and proverbial lack of judgment, con- 
stantly reminded them that they had rejected—against his wise 
advice—that book by Author X., which was successfully published 
by firm Y., whose editor, Z., had taken his wise advice... . 


In these and similar cases a very specific and, the writer be- 
lieves, typical genetic pattern was discernible. The childhood his- 
tory of these neurotics produced the image of a disagreeable, nag- 
ging, pretentious and opinionated mother (the father being a weak- 
ling). Instead of the normal process of overcoming their childhood 
disappointment, these children became masochistically attached to 
their mothers. Later in life, these children, only externally grown- 


ocT.—1951—£ 
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up, still acted two types of inner defense, both pertaining to the 
enshrined image of the mother: 1. Pseudo-aggression, covering up 
and leading to masochistically-enjoyed self-damage: 2. Uncon- 
scious execution of a “negative magic gesture”*; “I shall show you 
in my behavior how I did not want to be treated.” In this “re- 
versal,” these patients unconsciously acted the “bad” mother, de- 
moting the innocent (by chance) victim to an image of—them- 
selves. 

Also typical was their lack of precise opinions in their specific 
fields of endeavor. Even the first, very supercillious opinion, 
could be swayed by merely listening to the opposite opinion, au- 
thoritatively expressed. This reaction, too, was camouflaged; 
these neurotics called it “being able to see both sides of the prob- 
lem.” In short, passivity can be disguised, not eradicated, by an 
inner defense. 


It was interesting to observe in all these cases that the humiliat- 
ing treatment these neurotics regularly gave their victims was also 
regularly compensated for by financial advantages for the very 
same victims. This, too, represented an anachronistic weapon: 


“The only thing | got from mother was money; but even this lone 
gift was handed out in a disagreeable way.” In re-creating the 
dependence in reverse (“unconscious repetition compulsion’”’)— 
now seemingly actively “dishing it out,” whereas previously they 
themselves had been on the passive-receiving end—they “proved” 
their own alleged activity, and narcissistic “restitution.” The 
helpless fury of their victims was another “proof” of how “power- 
ful” and active they now were: the fury of the victims being their 
own feeling in childhood. 

Finally, why the “empty bag” attitude? One can but tentatively 
surmise that creation of these weak and ineffective defenses left 
the ego bare of aggressive and libidinous energy, despite good in- 
telligence. This, by the way, could also be proved in the marriages 
of these neurotics: They were all fashioned after the principle of 
“injustice collecting.”’** 


*See ‘‘The Problem of Magic Gestures’’ (PSYCHIAT. QUART., 19:295-310, 1945). 
**See Neurotic Counterfeit-Sex (Grune & Stratton. New York. 1951) and Basic 
Neurosis (1. ¢.). 
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In a larger context, the theoretical question arises whether pre- 
cisely this “singlemindedness of neurotic purpose”—condensed in 
the “empty bag” attitude—accounts for some otherwise inexplic- 
able therapeutic failures. 


251 Central Park West 
New York, N. Y. 











PSYCHOSIS WITH PSYCHOPATHIC PERSONALITY : 
AN UNTENABLE DIAGNOSIS 


BY BEN KARPMAN, M. D. 


INTRODUCTION 

The work of the analytic chemist, especially his approach in 
classifying various substances and their nomenclature, should be 
a source of great admiration and envy to the psychiatrist. A 
chemist is wholly unlikely to label a substance on the sensory im- 
pressions it makes; its general appearance, its color, taste, smell, 
and touch. Rather, he first analyzes it, learns its composition and, 
from this, derives the general empirical formula of the substance 
as well as its structural formula, which is specific for each sub- 
stance. Thus, 6-oxy-purine in its imino or amino forms can mean 
nothing else but guanine. There could be no disagreement on that 
among a hundred chemists. But it is the tragedy of psychiatry 
that its development has moved in the opposite direction; classify- 
ing human behavior on the basis of the general impression it 
makes, yet stubbornly resisting any attempt at any systematic 
analysis, from which alone an adequate classification could be de- 
rived. And nowhere is this more clearly seen than in the psychi- 
atric discussions of the psychopathic personality and its greatest 
bugbear, the psychosis with psychopathic personality. 

The writer’s first suspicion regarding this supposed clinical en- 
tity was aroused when he saw some of these psychoses develop 
under his own eyes and disappear after a brief period. This did 
not seem consistent with the ideas he had aequired of psychosis as 
denoting a very profound change in personality that requires a 
long time for its development. Rather than a profound quantita- 
tive change in personality, what the writer could see clinically was 
but a quantitative exaggeration of the normal, produced by partic- 
ular stress. When such stress was removed, the entire so-called 
psychosis disappeared. Nor, having understood by psychopathy 
a reaction whose most marked characteristic is stubborn, incorri- 
gible antisocial behavior, could the writer accept such diagnosis in 
the instance of many individuals who seemed to have something 
worth while in them; who seemed tender and sensitive, rather than 
hard-boiled; perhaps delinquent, but by no means vicious, and 
often desperately looking for help, which is behavior wholly unlike 
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that of the psychopath. Having had an opportunity to work with 
many such individuals in the course of years, the idea developed 
in the writer that there was something wrong with the whole ap- 
proach, but that it would never be possible to modify it unless one 
made definitive analyses of some cases of these so-called psycho- 
pathic personalities and their concomitant psychoses, just as a 
chemist would do in such instance. Armed with such information, 
not ordinarily available in the usual hospital records, one could 
argue then, point by point, whether such diagnoses are justified, 
and if not, what could one offer in their place. 


I. Merruop or PROCEDURE 


The case material chosen for this study consists of 24 hospital 
cases which were at one time or another during their psychiatric 
histories diagnosed as psychoses with psychopathic personality, 
although not always admitted or discharged as such. They were 
also cases that had been patients of the writer. Taking the case 
material as it appeared in the hospital records and discussing these 
mainly on the basis of such records, it was possible to show that 
even on the basis of these records alone, the diagnoses offered in 
most cases were not justified; and this became glaringly evident 
when one approached their consideration from the standpoint of 
modern psychodynamics. When, further, it was possible to com- 
pare the hospital records with the writer’s own records, obtained 
through more definitive studies, the superficiality of the psychi- 
atric discussions and the untenability of diagnoses offered, became 
most evident. Some of the case material studied has previously 
been published, and attention will be called to this in footnotes. 
The cases are from St. Elizabeths Hospital, Washington, D. C., 
and a large number of other institutions. 


II. Presentation or Case MaTertac* 


In the material presented, the writer feels obliged to take issue 
with both parts of the diagnosis, with that of “psychosis,” as well 
as that of true “psychopathic personality.” 


In practically every case the diagnosis, “psychopathic person- 
ality” appears to have been based on the fact that there was a 


*Owing to the limitations of space, the original case material is replaced here by 
brief discussions, sufficiently inclusive, however, to give the reader an adequate idea of 
the subject matter. 
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criminal record, and usually on little else. In no case was investi- 
gation made into the patient’s actual personality make-up to de- 
termine whether he was of a truly psychopathic disposition; and 
universally, no attempt has been made to inquire into the motiva- 
tions behind the crime or crimes for which he was sent to prison. 
Without exception, all records are entirely descriptive. Gener- 
ally speaking, the mere fact that the individual has been in conflict 
with the law, regardless of what the offense might have been, was 
regarded as sufficient to label him psychopathic. 

Case 1, O. F.,* involves two prison sentences for robbery, the 
first having been committed under the influence of alcohol, the sec- 
ond involving strong emotional motivations and also the presence 
of a sense of obligation to someone who had befriended O. F. in a 
time of need. Neither one was an index to a genuinely predatory 
disposition, and both represented defective judgment rather than 
true criminal intent. ©. F. was a criminal only in the technical, 
legal sense of the word. Initially, the victim of a stupid miscar- 
riage of justice, he became thereafter the victim of his own warped 
emotional attitude of revenge against society, coupled at the same 
time with a conspicuous lack of judgment. 

One also finds in this case the qualifying description, “paranoid 
type,” but does not find any actual basis for it other than the in- 
formation furnished by prison authorities, who stated that the 
patient thought himself a genius at inventions (this is not “para- 
noid” so much as “grandiose’’), and believed that the warden had 
placed a spy in his cell to find out his secrets. Investigation dis- 
closed that his claim to having made some inventions was not with- 
out foundation; and it appears probable that his ideas about the 
warden were a matter of misinterpretation rather than of actual 
delusion. A belief that one is mistreated is certainly common to 
many prisoners, and hardly warrants the application of the adjec- 
tive, “paranoid,” (in some instances it is founded on fact) while 
his attack on a prison physician was a manifestation of acute hys- 
teria, and was not associated with any “paranoid” idea, the patient 
himself freely admitting that he had nothing against the physician, 
but felt that he must bring about a change of some kind in his 
situation. 


*Karpman, B.: The Individual Criminal, Case One. Nervous and Mental Disease 
Publishing Company. New York. 1935. 
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Case 2, E. W.,* showed the primary offense to be homosexuality, 
which now is being recognized as an expression of a neurosis, even 
if legal and popular minds speak of it as “sexual psychopathy.” 
Previous to this, the man’s record, social and occupational, was 
entirely clear of so-called psychopathic behavior, which would be 
quite unusual for a true psychopath. He stole an automobile in 
participation with others while he was on parole. The emotional 
reaction to this offense, the first of its kind in his life, is not de- 
seribed, and in the light of his background seems more probably 
passive participation in a gang than expression of a predatory 
motive. 

If the commission of sodomy makes a man a “psychopath,” there 
are certainly a lot of psychopaths who have not been sent to 
prison. This man must have been at least bisexual, for his wife 
had no complaint to make of him as a husband. Nor does the ree- 
ord show that, prior to his imprisonment for this offense, there 
was any other history of antisocial behavior. It seems altogether 
questionable whether the term “psychopathic personality” should 
ever be applied in a case in which the antisocial behavior is con- 
fined exclusively to the field of sex, for in these cases we are almost 
invariably dealing with a neurosis and not with psychopathy. 

There is, of course, such a thing as a “sexual psychopath,” an 
individual whose repeated misbehavior in the sexual field is often 
a positive social menace, sometimes resulting in the “sex crimes” 
about which we read such lurid accounts in the newspapers. But 
these cases, too, are generally concerned with a neurosis although 
a most recalcitrant one; and the term “psychopath” is of question- 
able application if the criminal behavior is still confined exclusively 
to the sexual field, and is not shown to be part of a general psycho- 
pathic disposition. 

There was considerable mental disturbance while E. W. was in 
prison, but it was certainly the hysterical manifestation of a neu- 
rosis, and it disappeared soon after he reached the hospital, where 
he exhibited no psychotic symptoms whatever. Is such a tem- 
porary upset, which is due entirely to environmental factors, a 
“psychosis”? Not unless “psychosis” is properly applicable to any 
mental upset of any character whatever. 


*Op. cit., Case 3. 
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Case 3, H. B.,* is one in which the whole “psychotic” theory 
stands or falls with the actuality of the patient’s alleged amnesias. 
Did he have amnesias or did he not? If he did, he was undoubtedly 
psychotic; if he didn’t, he was a malingerer. The question was 
never decided, but it was generally believed that these amnesias 
were false. As in many other cases, they followed closely upon 
the heels of criminal activities; and there was a considerable opin- 
ion that some of his absurd actions were “planted” in advance of 
effectively criminal ones in order to support the theory that he was 
not mentally responsible and that his effective criminal acts were 
done during an amnesic period. Hence the accuracy of the diag- 
nosis is wholly dependent upon the truth or falsity of the patient’s 
alleged amnesias. If these were genuine, he was a hysterical, but 
not a psychopathic, personality; if they were false, it was malin- 
gering which may be hysterical or psychopathic. It was generally 
believed that they were false and might well have been hysterical. 
Oddly enough, the first diagnosis at St. Elizabeths was dementia 
precox. 


Case 4, W. M.,** appears to be the first authentic case of psy- 


chopathy in this series. The history shows a continuous predatory 
trend, with numerous sentences to penal institutions, and the psy- 
chopathic label appears to be justified. In W. M.’s case, however, 
the term “prison psychosis” seems to have little or no meaning. 
This man had been in and out of penal institutions the better part 
of his life. Why should he have developed a “prison psychosis” 
at Leavenworth, and in none of the other places where he had been 
confined previously? There is no statement of any unusual condi- 
tions which contributed to the development of this “psychosis” at 
Leavenworth. The prisoner had been in a psychopathic hospital 
for drug addiction, and had been transferred from there to a state 
hospital from which he made three escapes during two different 
residences. The man was unquestionably a true psychopath, and 
if he had a psychosis, it was part and parcel of his innate person- 
ality make-up. There is nothing to show that prison made it any 
worse. It was a “prison psychosis” solely because the acute men- 
tal symptoms developed while he was in prison. 





*Op. cit., Case 5. 
**Karpman, B.: Case Studies in the Psychopathology of Crime. Vol. II, Case 6. 
Medical Science Press. Washington. 1947, 
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Case 5, H. V., was diagnosed psychopathic personality with no 
basis in fact whatever. H. V. committed a murder that was sense- 
less, pointless, hysterical, the product of culminating emotional 
pressure without any conscious direction. He did not even have 
any grudge against his victim; in fact, it is not certain that he even 
knew his victim. While the ostensible motive was robbery, he had 
on his own person at the time more money than he took; he left on 
his victim more than he took; and he threw away the little that he 
had taken almost immediately afterward. This was not the crime 
of a psychopath by any possible stretch of the imagination. The 
only possible justification the hospital had for the diagnosis is the 
fact that the patient had committed a crime. 


Case 6, A. C.,* again shows a diagnosis that appears to rest 
solely on the fact that the patient came to the hospital from prison. 
The history shows a constitutionally inferior individual whose be- 
havior was cruel, contemptible and immoral (or rather unmoral), 
but who was never consistently predatory. He was neurotic rather 
than psychopathic, perhaps basically of manic-depressive make-up 
because of his mood swings. He may be regarded as an objection- 


able, even a despicable individual, if you will, but one character- 
ized by too many features entirely contrary to the nature of a psy- 
chopath to warrant the diagnosis given. Constitutionally inferior, 
emotionally unstable, morally deficient, but not “psychopathic.” 

Case 7, K. E.,** concerns a situation similar to Case 2, E. W., a 
purely sexual offense, and like much other behavior, the expres- 
sion of a specific type of neurosis and not of psychopathy. The 
diagnosis of psychopathic personality does not fit the individual 
whose antisocial behavior is exclusively sexual, since such be- 
havior is quite universally neurotically conditioned. In this case 
the economic and occupational history is free from reproach. The 
diagnosis rests solely on the fact that K. E. was regarded as an 
undesirable member of society and that he came to the hospital 
from prison. This man was completely and permanently cured by 
psychoanalytic treatment, and restored to a life of normality and 
social usefulness. He was not a “psychopath” in any sense of the 
word, but an unfortunate neurotic whose immoral behavior was 
undoubtedly the expression of a neurosis, 


*Op. cit., Case Studies ...., Case 7. 
**Op. cit., Case Studies ...., Case 8. 
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Case 8, P. O. C.,* bears a close behavior and psychic resemblance 
to Case 4, W. M. P.O. C. had been in all kinds of prisons long be- 
fore a brutal murder which he committed sent him to Leavenworth 
for life. His “psychotic” symptoms at St. Elizabeths were un- 
doubtedly malingered (and a very poor job he made of it, too), 
and it seems altogether likely that his “prison psychosis” was the 
same sort of business. 

In this case, the diagnosis of psychopathic personality would 
seem to be entirely correct, for the patient’s history is one of pred- 
atory crime, and the personality picture fits exactly into the psy- 
chopathic frame, although one must forever bear in mind the pos- 
sibilities that extreme cases of aggression and predation may stem 
from hostility, and may be products of neurotic guilt. The diag- 
nosis of psychosis is extremely doubtful, even if P. O. C.’s behavior 
was very erratic. The official record is in no way concerned with 
this individual’s sex life, which apparently never came under ju- 
dicial observation. Other material obtained from this patient, 
however, clearly shows that, in addition to distinctly predatory be- 
havior of all other kinds, he was given to all manner of abnormal 
sex practices, for any one of which he could have been sent to 
prison if they had been discovered. Here is “sexual psychopathy” 
as representing but one phase of an over-all psychopathic picture, 
just one more psychopathic trend in an individual who was com- 
pletely and wholly and unquestionably psychopathic. In a case 
like this, a sexual offender is popularly spoken of as a “psycho- 
path”; but that description does not fit those cases in which the 
individual’s behavior is otherwise than sexually conformable to 
social expectations, for that individual is a neurotic and is the vic- 
tim of a neurosis, despite the fact that his sexual behavior is anti- 
social, illegal, or even criminal. 

P. O. C. was not a good malingerer. His “psychotic” behavior 
was invariably reserved for physicians, whereas, with the attend- 
ants and other patients, he was almost uniformly rational, except 
when there appeared to be a likelihood of his being sent back to 
prison—on which occasions he would suddenly break forth into 
rather ridiculous signs of “psychosis.” 

Case 9, J. A. G.** Here the circumstances surrounding the pa- 
tient’s early crimes are not known, and therefore cannot justify his 

*Op. cit., Case Studies ...., Vol. IIT, Case 10. Also, Karpman, B.: From the auto- 


biography of a liar. PSYCHIAT. QUART., 23, 2 and 3, April and July 1949. 
**Op. cit., Case Studies ...., Vol. ITI, Case 9. 
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diagnosis. J. A. G. killed his wife in a fiendish manner, and the 
murder was apparently motivated emotionally by extreme jeal- 
ousy, and involved no predatory factor. He was presumably psy- 
chotie then, and perhaps even before the crime was committed, 
but there is no evidence that he was a psychopath. Any psychia- 
trist who has ever testified in court is well acquainted with the fact 
that antisocial behavior may flow entirely out of basie psychosis. 
J. A. G. was suspected of malingering by the physicians who ex- 
amined him in jail while he was awaiting trial; but his subsequent 
personality change, with seemingly unmistakable evidence of de- 
terioration, leads the writer to believe that if there was an intent 
to malinger, it was so inextricably tied up with potential psychosis 
as to be a negligible factor. 

Case 10, E. W.,* has a history of kleptomania, pyromania and 
compulsive stealing, all of which are indicative of neurotic involve- 
ment. The diagnosis, psychopathic personality, appears to rest on 
the fact that E. W. has a prison record and that he has always 
been a more or less troublesome individual. It may have been in- 
fluenced also by prison statements to the effect that the patient 
was homosexual and a “degenerate.” The patient frankly admitted 
that he malingered after he had been returned to prison, in order 
to be readmitted to the hospital. 

Case 11, V. E.,** involved the shooting of a lieutenant by a pri- 
vate under circumstances which, in a civil court, would almost cer- 
tainly have resulted in a verdict of manslaughter. V. E. was 
drunk, and apparently it still remains a matter of doubt whether 
it was he or another whose shot produced the fatal result. 

It may well be questioned whether shooting an officer by a sol- 
dier while under the influence of alcohol may justifiably be 
ealled psychopathic; indeed, it may be any number of things, while 
information regarding the patient’s past life is altogether insuffi- 
cient to warrant a finding of “psychopathic personality,” which 
appears to rest solely on the fact that he came from prison. There 
is, in this case, mounting resentment against what the patient con- 
sidered an unjust sentence. He was twice admitted to St. Eliza- 
beths, on both occasions with a set of symptoms which would ap- 
pear to be purely hysterical in character. On neither occasion, did 
he show any real evidence of psychosis while in the hospital. It 


*Op. cit., Case Studies ...., Vol. IV, Case 10. 
**Op. cit., Case Studies ...., Vol. IV, Case 11. 
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was the opinion of some physicians that his symptoms were ma- 
lingered. “Unconscious malingering” and hysteria are easily con- 
fused. His symptoms undoubtedly involved a prison reaction, but 
“nsychosis” is altogether too large a label for any such condition 
as he exhibited. Some physicians thought that the patient’s “psy- 
chotic” episodes in prison were malingered, but there hardly seems 
to be a sound basis for this theory. The patient was in an acute 
hysterical state, following what he considered an unjust sentence 
to life imprisonment (and what was certainly an excessively severe 
sentence in view of the circumstances under which the crime was 
committed); and it seems probable that his prison behavior was 
completely and genuinely hysterical in character. 

Case 12, Z. B.,* is one in which the patient was under indictment 
for a murder to which he had confessed when he was under the in- 
fluence of mental depression and aleohol, and for which he was sub- 
sequently tried and acquitted. At the time of his hospitalization, 
there was no proof that he had committed this murder; and it was 
apparent that, if he had, it was done under the influence of aleohol 
and for no predatory motive. Not only was there no evidence of 
psychosis in this case, but there was no adequate evidence of psy- 
chopathie personality. The diagnosis was based mainly on the 
patient’s unsatisfactory social adjustment, which appeared to be 
inconsistent with his education, and on the general impression that 
he had engaged in numerous illegal activities (the chief of which 
was bootlegging). If such an individual is to be labeled psycho- 
pathic, then the number of psychopaths in this country must run 
into hundreds of thousands. ie 

Case 13, H. C.,** represents another military murder committed 
from motives of fear and/or revenge—emotionally motivated in 
either case, and involving no idea of financial gain. The only basis 
for calling H. C. a psychopathic personality appears to be the fact 
that he had committed a murder. There is no history of previous 
antisocial behavior, and the circumstances under which the murder 
was committed (an argument over a crap game) are not those 
properly associated with the picture of a psychopath. Superfi- 
cially, there is abundant evidence of psychotic behavior, both in 
prison and in the hospital, but the true nature of this appears to 
be entirely situational. 


“Op. cit., Case Studies ...., Vol. IV, Case 12. 
**Op. cit, Case Studies ...., Vol. IV, Case 17. 
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Case 14, L. B., was apparently diagnosed on the history of two 
previous arrests, plus the charge of desertion; but the circum- 
stances under which the previous arrests were made are not 
known, while the circumstances surrounding the charge of deser- 
tion, as related by the patient, are certainly not such as to war- 
rant the conclusion that he was a psychopath. The diagnosis ap- 
pears to be predicated mainly on the fact that he has been a more 
or less troublesome individual (but so are a great many neuroties 
and pre-psychotics). He shows emotional up’s and down’s, errors 
of judgment; general social maladaptation; but these in them- 
selves do not make a man a “psychopath.” 

Case 15, J. G., was sentenced to prison for peddling morphine; 
and this appears to be the only basis for calling him a psycho- 
pathie personality. His “psychosis” is described as “agitated de- 
pression form,” which is attributed to persecutory fears. The only 
physician who made any investigation of the existing situation in- 
sisted that the patient’s fears were predicated on actual cireum- 
stances and were fully justified, having grown out of his turning 
state’s evidence on some men who were engaged in the drug traffic 
and with whom he was confined in the same jail. Under such cir- 
cumstances, while he may well have been agitated and depressed, 
there is little or no indication that his fears were delusional in 
character. “Agitated depression” certainly doesn’t fit into any 
true psychopathic picture, even if a patient is of an age in which 
such reactions are quite frequent. Any finding of “psychosis” 
rests on the truth or falsity of his persecutory fears, which one 
physician who made a particular investigation insisted were fac- 
tual and warranted by existing circumstances, but which others, 
without investigation, labeled delusional. It is a fact that many 
psychiatrists, living all day long in an atmosphere steeped in de- 
lusions, are all too prone to interpret the least deviation as abnor- 
mal and the least grudge as delusional and paranoid. : 

Case 16, C. H. B., was unquestionably one of psychoneurosis (his 
wife had died; and a psychopath is entirely unlikely to be upset by 
his wife’s death), but he was diagnosed psychopathic personality 
solely on the basis of his repeated conflicts with the law. 

Case 17, W. F. G., on the basis of all the information disclosed, 
supports a neurotic or psychotic, rather than a psychopathic find- 
ing. His case involved a sentence for the suspected robbery of a 
safe at a military post, for which apparently he was never brought 
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to trial. The actual commission of the robbery, insofar as the of- 
ficial records are concerned, remained a matter of doubt. If this 
robbery actually took place, it was under the influence of alcohol, 
and was followed by a period of amnesia. The accompanying 
charge of “desertion” appears to be one of a most technical na- 
ture. The “psychopathic” label appears to mean no more than 
that the patient has always been a more or less troublesome indi- 
vidual and a sort of social nuisance. The history of projection re- 
actions, aloofness, secretiveness, and abstractedness suggests that 
this might be a case of dementia precox. It is highly suggestive 
that the first diagnosis made at St. Elizabeths was “psychosis 
(paranoid type) with psychopathic personality”; but less than a 
month later this was changed to “psychopathic personality without 
psychosis—not insane.” Now how can any man have a paranoid 
psychosis and within less than a month be declared “not insane”? 
That is just too much to accept. It was stated that W. F. G. ap- 
peared to have a paranoid attitude toward the army officers with 
whom he had been associated. But that is not sufficient to estab- 
lish a paranoid psychosis. As a matter of fact, all the informa- 
tion elicited points to a neurosis and not to a psychosis of any 
sort; nor did this man exhibit any psychotic behavior while in the 
hospital. “Psychosis (paranoid type)” is not justified by any of 
the factors revealed in the official records. 

Case 18, J. J. F’., was hospitalized following his arrest for set- 
ting fires. Arson may be predatory, but pyromania is essentially 
neurotic in character, and is not an index to a psychopathic per- 
sonality, regardless of how dangerous it may be from a social 
standpoint. The hospital diagnosis is predicated merely on a his- 
tory of the man’s only antisocial behavior, which was fire-setting. 

Case 19, R. C. N., has had repeated prison terms for postoffice 
robberies. The diagnosis of psychopathy would seem to be justi- 
fied on the basis of an extensive criminal record, although there is 
a strong suspicion that most of R. C. N.’s crimes were emotionally 
motivated, for they seem to have centered rather exclusively on a 
particular type of predatory crime—robbing postoffices. At the 
time of his first hospital admission, it was said that he was “suf- 
fering from a paranoid state, psychogenic in origin and brought 
on by having been sentenced to life:imprisonment.” The patient’s 
ideas of injustice done to him, which were regarded as paranoid 
delusions, were apparently not without some foundation, for he 
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subsequently obtained a pardon and was released. At the time of 
his second admission, he unquestionably did have sensory halluci- 
nations which were based on paranoid ideas. After two years, 
however, he was discharged as “recovered” and returned to prison, 
which would seem to indicate that “paranoid state” is too broad a 
term for what was apparently an exaggerated projection reaction 
in an individual who had spent so much time in prison—and prison 
is a paranoid atmosphere. 

Case 20, N. H., with five prison sentences for burglary, might 
incline one to suspect psychopathy. It is known, however, that 
this man gambled a good deal and that his gambling led to crimes 
to repay gambling debts, so that his crimes might be either neu- 
rotic or psychopathic; but there is considerable question with re- 
spect to psychosis. 

Case 21, J. R. M., offers no evidence of a predatory disposition 
to justify calling the man a psychopathic personality. There was 
no hospital evidence of psychosis. The prison symptoms appeared 
to be an aftermath of drug addiction. The label, psychopathic per- 
sonality, rests, as usual, on the fact that J. R. M. was a prisoner. 

Case 22, F. W. F., shows a continuous history of crime with re- 
peated sentences to penal institutions. The final diagnosis at St. 
Elizabeths, psychopathic personality without psychosis, appears 
to be correct. Certainly the patient was a psychopathic personal- 
ity (although, if his own statements are to be relied on, there were 
some neurotic involvements). The question of any psychosis at 
any time is altogether doubtful. For there is no evidence of any 
“psychosis” beyond mental and emotional reactions to a prison en- 
vironment. This is one of several cases in which a patient admit- 
ted having malingered in order to be returned to the hospital after 
he had been sent back to prison. There is nothing to indicate that 
F. W. F. ever had a psychosis unless it was one of such a tem- 
porary nature as to justify the label, “prison psychosis.” Cer- 
tainly, he underwent no fundamental change of personality, and he 
was essentially the same when discharged as he was when admit- 
ted. That he was a psychopathic personality, there would seem to 
be little doubt, but there is no information to warrant describing 
him as having a psychosis of the dementia preeox type. The pa- 
tient frankly admitted having malingered a psychosis in order to 
be readmitted to the hospital after he had been returned to prison. 
His “hallucinatory” episodes at this time were in all probability 
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manufactured. He was clearly a psychopath, and possessed the in- 
telligence with which to malinger convincingly. 

Case 23, E. C.,* was initially diagnosed at St. Elizabeths as “de- 
mentia precox (schizophrenia).” This is a case in which there is 
every reason to believe that all psychotic symptoms were manu- 
factured by the patient for his own purpose. As soon as le was 
free of a criminal charge, his “psychosis” vanished into thin air. 
On neither of his two hospital residences, did he exhibit any psy- 
chotic behavior; he merely talked about delusional ideas that he 
had had—and that was when he was in jail awaiting his trial on a 
charge of forgery, or of larceny after trust. On both occasions, 
he was acquitted on the grounds of insanity—and his delusional 
ideas at once disappeared. Where did anybody ever find sufficient 
basis for “dementia precox (schizophrenia)”? The diagnosis of 
psychopathie personality appears to be correct. The question of 
psychosis rests on the validity of his so-called psychotic symptoms, 
with respect to which there is a strong suspicion that they were 
manufactured for the purpose of supporting an appearance of in- 
sanity, thus escaping the penalty of the law. 

The coincidence of this patient’s delusional ideas with threats 
of criminal prosecution creates considerable suspicion that his 
“psychosis” was malingered. He, too, was not lacking in intelli- 
gence and could put on a convincing exhibition of delusion when 
it suited his purpose. He twice saved himself from criminal con- 
viction by this means, being found “not guilty by reason of insan- 
ity” on both oceasions. The first time, however, this did not work 
out as he presumably expected it to; and, following his discharge, 
he was nevertheless tried on a new count and sentenced to a year 
in prison (which was doubtless a more lenient sentence than he 
would have received had the “psychotic” interlude not intervened), 
but the second time he “got away with it” nicely and the charges 
against him were dropped. 

Case 24, R. A. S., had a diagnosis of psychopathic personality, 
resting, as it usually does, solely on the fact that the patient had 
a criminal record and came to the hospital from prison. <A history 
of difficulties at home, shooting at a teacher, confinement in a psy- 
chiatric institution at the age of 16, suggests emotionally-moti- 
vated behavior. She made a false confession to save a man from 





*Karpman, B.: On the need for separating symptomatic and idiopathic psychopathy. 
J. Crim. Psychopathol., July 1941. 
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the death sentence, an action one does not expect of a psycho- 
path—it is more that of a woman in love, a generous impulse in 
any event. And the criminal act for which she was serving sen- 
tence was one in which she apparently was forced to participate. 
From all this, evidence for psychopathy is most insufficient and 
tenuous, and that of neurosis most tenable. 


Il. Awarysis or QUALIFIED STATEMENTS IN THE D1AGNOsIs 


Surveying the case material presented, one finds that in every 
instance, at one time or another, the diagnosis of psychosis with 
psychopathic personality was made. Rarely, however, has such 
a diagnosis been arrived at at once, without conflicting changes, 
and, one might say, without tribulations and misgivings. Indeed, 
more frequently one sees the same case diagnosed in one institu- 
tion as dementia precox, in another institution as prison or situa- 
tion psychosis, in the same or other institutions as psychopathic 
personality without psychosis, or some other equally vaguely- 
defined reaction, before the final diagnosis is made. Thus it is not 
unusual to see a case diagnosed at one time as a severe case of de- 
mentia precox and find it diagnosed but a month later -(see Case 
17) as psychopathic personality without psychosis. Such situa- 
tions would be impossible if hospital conferences were guided by 
any well-defined clinical standards. When this final diagnosis is 
made, it is usually accompanied by qualified descriptions designed 
to amplify the diagnosis, such as: paranoid condition or state, 
hypochondria, inadequate personality, emotional instability, crim- 
inal traits, hysterical elaborations, malingering, constitutional in- 
feriority, agitated depression, schizophrenic reaction type, or 
sexual psychopathy, ete. 

Constitutional Psychopathic Inferiority. No diagnosis in psy- 
chiatry appears to be built on more flimsy grounds than that of 
constitutional psychopathic inferiority. The whole thing is a gross 
misnomer. There is no disease entity in the entire field of psychi- 
atry, with the possible exception of mental deficiency, that may 
properly be called constitutional. Not a single autopsy has ever 
heen performed that would support the view of constitutional psy- 
chopathy. No single bit of evidence has ever been brought forth 
to show that the condition one calls psychopathic is constitutional. 
It is only because psychiatrists appear to have exhausted all means 
of correcting the condition, that in true desperation they call it 
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constitutional—for it might as well be constitutional. But the con- 
dition, it can be shown, is no more constitutional if as much as, 
than schizophrenia, cyclothymia or any of the neuroses. This 
label, however, has done psychiatry an immense amount of harm, 
for its very use carries the implication that the condition is hope- 
less of any therapeutic approach. Actual experience, however, 
has shown that such is not all the case. Indeed, the group so 
diagnosed is not a homogeneous one. It consists of several types, 
most of which are distinctly approachable by psychotherapy. 

The term, inferiority, is likewise wholly unjustified. What is 
there so inferior about these patients that is not found to an equal 
degree in other reactions? Is a schizophrenic, cyclothymie, epi- 
leptic or neurotic superior? If so, just in what way? If these 
“psychopaths” are inferior by reason of a particular psychiatric 
condition, then persons with Meckel’s diverticula, deafness, or 
other like conditions found in general medicine should, too, prop- 
erly be called constitutional inferiors. But general medicine is 
more careful than that. The true constitutional inferior, if such 
appellation be at all justified, is the mental defective. But psy- 
chiatrists have been kind to regard him, the mental defective, as 
being merely deficient, limited; it is the psychopath, however. who 
gets the brunt of psychiatric venom. The doctrine of original sin’ 
is applied to the psychopath—he is not only constitutionally sin- 
ful, but is inferior as well. ‘He was born bad, he is bad, he always 
will be bad, and nothing in the world can save him.” 

Criminalism. Many cases encountered are inadequate person- 
alities, whatever the term means; but general social maladapta- 
tions do not make one a psychopath. Some are social nuisances, 
and the individuals may be highly objectionable, though their traits 
may well stem from psychogenic, therefore not psychopathic, 
sources. A few cases show marked temperamental imbalance and 
explosive behavior that relates more to acute hysterical states than 
to the tantrums of the psychopath. Some patients show poor 
judgment, which continually involves them in difficulties. Many 
are criminal only in a technical legal sense. If their criminality 
is more than ordinarily conspicuous, then the word “criminalism” 
is added to the diagnosis. In no instance, however, is an effort 
made to learn of the actual circumstances and the motivations be- 
hind the so-called criminal behavior. And without such knowl- 
edge, how can one determine the meaning of such behavior, 
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whether it be psychoneurotic, psychotic or psychopathic? The 
routine hospital histories make no attempt to learn of the person- 
ality make-up of the individual and the true psychogenesis of be- 
havior—and behavior as behavior is meaningless unless we know 
what is back of it, for we have long learned that the same behavior 
may be due to a variety of motivations. 

Paranoid States. One of the most frequent qualifications of the 
diagnosis of psychosis with psychopathic personality is “paranoid 
condition or state.” One would suppose that what is indicated 
here is a true paranoid reaction such as one finds in the major psy- 
choses. A closer Study, however, reveals that this is far from be- 
ing the case and that the condition only superficially resembles the 
reaction with which it is identified, the resemblance truly being 
more apparent than real. The paranoid condition or state de- 
scribed is not a true psychotic reaction but only a piece of hysteri- 
cal behavior; engendered in and directed against a specific milieu 
(prison in particular) ; that is, an exogenous reaction, not a true 
endogenous psychosis. Rather than a true paranoid reaction, it is 
at best an instance of hysterical projection (a false paranoid 
state); and it must be borne in mind xhat while all paranoid reac- 
tions are projection reactions, not all projection reactions are para- 
noid. Whereas a truly paranoid individual cannot escape his per- 
secution—be he in Washington, California, Maine, or Florida, 
“they” are always after him—the false paranoid state disappears 
almost immediately with removal from prison, the warden and the 
guards. Furthermore, in terms of dynamic psychiatry, true para- 
noid reactions stem, as a rule, from unconscious homosexuality ; 
whereas false paranoid reactions involve chiefly ego disturbances. 
To call such “false” reactions paranoid, is to caricature the best 
there is in psychiatry. 

Hysterical Reactions. \t has already been noted in the forego- 
ing discussion how frequent is the intrusion of hysterical behavior 
in connection with the so-called psychopathic personality. The 
prison psychoses, the paranoid state, malingering, ete., are all re- 
vealed on analysis to be hysterical reactions. Conventionally and 
conservatively, the institutional psychiatrist thinks of hysteria in 
very limited terms; he thinks only of the gross, massive, hysterical 
manifestations. He designates, as hysterical, such reactions as 
convulsions and paralyses, only when they are not definitely or- 
ganic and appear as conversion phenomena. He misses, however, 
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the great variety of reactions that are expressions of hysterical 
personality as such, and are not expressed in terms of overt physi- 
eal manifestation. Such personality character traits as high sen- 
sitiveness, impressionability and suggestibility, histrionics and 
buffoonery, luxuriant fantasy life, emotional lability, and imma- 
turity, high affectivity, states of tension, insecurity, inferiority and 
inadequacy, are but a few of the many personality traits that dy- 
namic psychiatry has long come to identify with hysteria, but 
rarely find a place in conventional psychiatric diagnoses. When a 
psychiatrist comes across them, where are they put?) When a reac- 
tion is not clearly identified as belonging definitely to a part of a 
cardinal reaction type, then it is transferred to psychopathic per- 
sonality—that great psychiatric wastebacket (see Case 5). On 
analysis, such a reaction may appear clearly as neurotic; the emo- 
tional instability in Case 5 was marked—hence the official diagno- 
sis: psychosis with psychopathic personality ; emotional instability. 
As a matter of clinical fact, nothing is farther removed from psy- 
chopathic personality than emotional instability, for while the psy- 
chopath under stress becomes upset, he is recognized in daily life as 
being “as hard as rocks.” Needless to say, until and unless a more 
definitive study is given to hysteria, the psychopathic personality 
will remain the unwieldly wastebasket that it is now. 

Emotional Instability. By emotional instability, is meant an in- 
tense reaction which is out of proportion to, and sometimes out of 
accord with, the situation. This is based on extreme sensitiveness 
of the individual, rapid fluctuations of mood arising out of inner 
personal problems rather than from external situations, on tension 
ready to explode, on restlessness and irritability, and on a large 
degree of emotional lability. This oecurs in people who are emo- 
tionally immature with trigger-like reactions. It is commonly 
observed in both neuroses and psychoses. It could hardly be used 
to differentiate psychopathic individuals for, by and large, the 
psychopath’s emotional reactions are crude and undeveloped; but 
the psychopath at the same time, is emotionally hard as nails and 
is not disturbed in the way neuroties and psychotics are. His emo- 
tional disturbances are never based on inner conflicts, for he has 
none; but he becomes upset emotionally when he is frustrated in 
his desires, especially when he is denied his freedom or access to 
some object he craves, whereupon he is likely to “explode” or re- 
act emotionally in an exaggerated way. But when free and under 





BEN KARPMAN, M. D. 635 


ordinary conditions of life, he is not likely to show emotional in- 
stability. The case of E. V., Case 5, appears to have been that of 
an individual who was, in a sense, in an emotional stew, upset and 
distressed by the home situation, and under the stress of a great 
deal of inwardly-conditioned emotional tension. When still free, 
he was given to a good deal of brooding and worrying about the 
home situation. 

Malingering. One of the frequent statements in qualification of 
the diagnosis, psychosis with psychopathic personality, is “ma- 
lingering.” The term has been greatly misunderstood. Many sub- 
sume, under this term, consciously-initiated behavior which, super- 
ficially passing for psychotic, actually is not so, but merely has the 
appearance of psychosis for the purpose of deceiving the authori- 
ties and gaining certain ends beneficial to the individual simulat- 
ing psychosis. A close analysis of the situation reveals that this 
is not quite the case. For one thing, the mere fact that a person 
finds himself in a difficult situation is hardly a sufficient reason for 
wanting to malinger “insanity.” Many an individual has willingly 
forfeited his life to die sane rather than save his life by being pro- 
nounced and, as he felt, stigmatized, as “insane.” It is the more 
abnormal and pathologic type of person who will resort to this 
type of deception. Psychogenetically, his behavior bears a close 
resemblance to the whining, hysterical patient who “puts on acts” 
and begs for sympathy and attention. Again, the choice of the 
reaction malingered is far from being consciously determined. A 
quiet, withdrawn individual is likely to simulate depression, for 
this is closer to his personality (see Case 11), while an individual 
with a strong, aggressive make-up is likely to malinger a paranoid 
reaction (see Cases 1 and 10). That the choice of the malingered 
reaction is made unconsciously is evident from the fact that vir- 
tually all malingerers have had ample opportunity to observe in 
psychiatric institutions a great variety of true psychotic behaviors. 
Yet of all reactions observed, why do they pick one and not the 
other type of reaction? The answer lies in the foregoing state- 
ment—each individual malingerer chooses that which is closer to 
his basie personality make-up, responding in a pathologie manner 
to a difficult situation. 

Pathological Sexuality: Sexual Psychopathy. It has already 
been noted that any behavior which savors in the least of anti- 
sociality receives the label “psychopathic.” It is not surprising, 
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therefore, that the great variety of patients with sexual aberra- 
tions, known in legal circles as sexual psychopathy, are included. 
in the psychopathic personality group as pathological sexuality. 
There is no doubt that the sexuality here is pathological, but in the 
light of dynamic psychiatry, they clearly belong to the group of 
neuroses. By common psychiatric consent, psychopathic person- 
alities are not treatable or analyzable, for they are supposed to be 
constitutionally determined. Yet many of these cases: exhibition- 
ism, transvestism, pedophilia, sado-masochism, fetishism, have 
been analyzed and cured—and revealed to have essentially the 
structure of neuroses. 


IV. Psycuosis with PsycHorpaTHic PERSONALITY 


Analysis of Its Constituent Groups 


It must, therefore, be obvious that a clinical condition that re- 
ceives so many different types of diagnoses, with so many quali- 
fying statements, cannot be a well-defined and clear-cut entity but 
must represent rather a mixture of many. One may now attempt 
to analyze it into its constituent groups. 

Though all have been told since their early days in psychiatry, 


that a psychosis, even a mild psychosis, is a profound mental dis- 
turbance always involving deep personality changes, this appears 
to be forgotten when the psychiatrist comes to discuss psycho- 
pathic personalities. Almost anything that is unusual, bizarre or 
different from the average, even though it may be only a striking 
deviation from the normal, is likely to get the appellation psycho- 
pathic. It is forgotten that under great strain and tension, human 
beings, including psychopaths, suffer acute transitory personality 
reactions. Call these what you will; but, by no psychiatric man- 
ner or means, can they be designated psychoses. For the most 
part, they are very light, developing with tension and stress and 
disappearing with their removal, leaving no trace, truly situa- 
tional or reactive responses; whereas in true psychoses, such as 
schizophrenia, the personality always suffers a lasting damage 
designated variously as residual, scarring or deterioration. A true 
psychosis develops almost regardless of the milieu, whereas a 
prison reaction is almost entirely a milieu reaction. Indeed, for 
the most part, prison reactions are not psychoses at all. These 
“psychoses with psychopathic personality” or the “prison psy- 
choses” lack the basic earmarks of psychoses. 
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To be sure, some of these cases go deeper, developing trie hal- 
lucinations or delusions, and bizarre mental content that seem to 
bear close resemblance to the endogenous psychoses; yet for all 
their seeming malignancy, they are essentially benign, disappear- 
ing quickly with the removal of the irritating situation. Only a 
very small proportion of these reactions may be regarded as ac- 
tually belonging to the true psychoses, whereupon they become 
completely separated from the psychopathic personality designa- 
tion and are to be called psychoses, which, in full sense, they are. 

One may now turn to the actual cases and analyze them by 
groups. 


A. Endogenous Psychoses 


There is little doubt that some of these cases belong to the en- 
dogenous psychoses. One is dealing here with patients basically 
of psychotic make-up (mainly schizophrenic) whose behavior, how- 
ever, is so thickly overlaid with antisocial behavior that the basic 
reaction is obscured. No attempt has ever been made to deter- 
mine, for the purpose of record and better diagnosis, the relation 
between the original psychosis, the personality make-up, and the 


antisocial behavior. Further, psychiatrists appear to lose sight 
of the more subtle and elusive evidences of psychotic (chiefly 
schizophrenic) make-up, and this is made especially more difficult 
by the absence of gross psychotic symptoms: delusions and hallu- 
cinations. On confinement to prison or hospital, the evidences 
come more readily to the surface. In the present series of 24, 
there were but two such cases. 


B. True Prison Psychoses 


On the other hand, there is little doubt some of the reactions dis- 
cussed, though psychotic-like, are not true psychoses in the ac- 
cepted sense of the term. They develop in individuals basically of 
psychotic make-up, who under stress and strain develop psychotic 
reactions whose duration and severity are usually proportional to 
the existing pressure, but rarely reach the intensity of the en- 
dogenous type. There probably are two types here: (1) Patients 
with basic manic-depressive make-ups, developing situational 
upsets (prison psychoses); (2) patients with basic schizophrenic 
make-ups, developing on confinement schizophrenic reactions which 
may be violent but which disappear on their regaining freedom. 
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In the series of 24, there are but three cases which could pr.p- 
erly be included in the group of prison psychoses. This is a far 
ery from the universality ascribed to prison psychoses in psycho- 
paths. 


C. Reactions Related to Hysteria 


One of the most revealing findings in this study was that neu- 
roses and neurotic reactions contribute a far larger share to the 
group diagnosed as psychoses with psychopathic personality than 
was ever believed. Institutional psychiatrists, accustomed as they 
are to dealing with florid psychotic elaborations, are all too prone 
to diagnose any marked deviation from the normal as psychotie, 
and thus miss the undoubted presence of neurotic reactions and 
even full-fledged neuroses. These cases could be more correctly 
called neuroses with psychopathic personality. One finds here 
several subdivisions and a total of 14 cases—more than half of the 
case study. They run as follows: (1) Patients of probably orig- 
inally normal make-up, who are driven into abnormal social be- 
havior through neglect, mistreatment and lack of guidance. On 
confinement,‘they develop relatively mild and transitory hysterical 
reactions. (2) Patients with basic hysterical make-ups developing, 
as reactions to confinement, acute prison neuroses. (3) Patients 
undoubtedly suffering from full-fledged neuroses, their crimes 
themselves being clearly the inevitable result of neurotic involve- 
ments. Their histories are often unusually clear of any psycho- 
pathic involvements except as concerning their particular crimes. 


D. So-called Sexual Psychopathy 


Some of the cases studied stand in a group by themselves. These 
are sexual offenders who are not psychopathic; that is, certainly, 
they are quite unlike the ordinary psychopath, their reactions, in 
terms of dynamic psychiatry, being now recognized as related gen- 
erally to neuroses. As a rule they do not develop even transitory 
prison-psychosis reactions, although a few occasionally do. In 
the present group of 24 cases studied, there were only two such 
cases. 


E. Truly Psychopathic Personalities (Idiopathic Psychopathy; 
Anethopathy) 

Having thus far accounted for 20 cases and having found these 

to be chiefly psychotic or neurotic, there are left in the group but 
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four cases which may be justifiably put in the group of so-called 
psychopathic personalities. 


SUMMARY AND CONCLUSIONS 


1. A study was made to test the clinical validity of the com- 
monly accepted diagnosis, psychosis with psychopathic personal- 
ity. It is buttressed on the re-interpretation of 24 records ob- 
tained from a large number of institutions and it is additionally 
supported by the writer’s own notes on these cases, all of which 
have been personally studied in great detail. On the basis of this 
study, a number of interesting facts were brought to light and the 
following conclusions were arrived at. 

2. In virtually every case, the chief, and often the only, reason 
for calling the individual psychopathic was that he had committed 
some crime and had been in a prison. It seemed of little moment 
whether he committed a dozen major crimes, or only one minor 
erime. The fact that he was legally a criminal and technically a 
prisoner was sufficient reason to make the diagnosis. To be noted 
is the fact that in no case and at no time was there any effort made 
to learn of the personality of the individual, the motivations be- 
hind the antisocial behavior, ete. The tendency is to make the 
diagnosis at the superficial descriptive level on the basis of the 
overt behavior displayed. Such a tendency, the present writer be- 
lieves, is wholly unworthy of the best that we have in psychiatry. 
We need, and need badly, more detailed and more meaningful case 
histories. The better the history, the more correct the diagnosis. 

3. “Psychosis” was usually added to the diagnosis when the 
individual in question showed marked aberrant behavior. How- 
ever, in only five cases of the 24 was the behavior of such degree 
and type as to be justifiably called “psychosis.” Two of these 
were genuine psychoses, three were so-called prison psychoses 
which developed under stress and disappeared when the stress was 
removed. The rest, it turned out, were not psychoses at all, but 
exaggerated hysterical reactions or full-fledged neuroses. This 
suggests that psychiatrists, especially institutional psychiatrists, 
take the term psychosis too lightly and apply it to almost any devi- 
ation in behavior, a practice which the writer believes is a mistake 
and far from the best traditions in psychiatry. It further sug- 
gests that altogether insufficient recognition is given to hysteria 
in general, and neuroses in particular, and that they appear to 
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play a much larger role in mental diseases than has heretofore 
been recognized. It is submitted here that the term psychosis 
should be more restricted and applied more specifically, while that 
of neurosis should have more generous recognition. 

4. Included in the group of 24, were two cases of paraphilias 
(perversions) legally known as sexual psychopathy. These, in 
terms of dynamic psychiatry, are highly specific types of neuroses 
and do not belong among the psychoses at all, even though inei- 
dental perversion reactions appear now and then in psychoses. 

5. Quite commonly, there were appended to the diagnosis, “psy- 
chosis with psychopathic personality,” a variety of appellations 
such as: “constitutional psychopathic inferiority,” “criminalism,” 
“paranoid states,” “hysterical reactions,” “emotional instability,” 


“malingering,” or “pathological sexuality: sexual psychopathy.” 
Each of these has been considered and discussed in detail and 
has been found to be wholly superfluous, and to be cluttering up 
rather than clarifying diagnosis. It is suggested that their use 
should be dispensed with. 

6. Only four cases out of the 24 studied could properly be 
cailed true psychopathic personality. In contrast to the others, 


the writer speaks of these as genuine, primary, idiopathic psy- 
chopathy or anethopathy. 

7. Thus, as one surveys the entire group of 24 cases, it is seen 
that most are not psychopathic at all, but are chiefly neuroties and 
psychotics who, because of their basic neuroses and psychoses, got 
themselves involved in antisocial behavior. If they are to be 
grouped with the psychopathies at all, it is only and entirely in a 
secondary, derivative sense, since their behavior is symptomatic 
of underlying psychoses or neuroses. 

8. It is therefore suggested that we dispense entirely with the 
term “psychosis with psychopathic personality.” The reactions 
now so classified should be for the most part, where they properly 
belong: with the neuroses or the full psychoses, as the case may 
be. True psychopathies should be put in a separate group which, 
in accordance with the writer’s previous studies* on the subject, 
should be called anethopathy. 


St. Elizabeths Hospital 
Washington, D. C. 


*Karpman, B.: The myth of the psychopathic personality. Am. J. Psychiat., March 
1948, 





OBSERVATIONS ON INSULIN SUBSHOCK TREATMENT IN A VETERANS 
ADMINISTRATION MENTAL HYGIENE CLINIC* 


BY KURT NUSSBAUM, M. D., HAKRY GOLDSMITH, M. D., AND 
ELIZABETH C. HENRY, R. N. 


I. InrropuctTion 


Subshock insulin treatment administered to outpatients is still 
in the early stages of clinical trial. Appel and his co-workers’ re- 
ported as early as 1929 the beneficial effects of insulin on the nu- 
trition and general health of psychotic and psychoneurotie pa- 
tients ; they found that cases of neurasthenia seemed most suitable 
for such treatment. Following the introduction of insulin shock 
by Sakel several studies were undertaken to determine the effect 
of subshock. Bennett and Miller? were impressed by the sedative 
effect of the drug. At about the same time Polatin, Spotnitz and 
Wiesel’ investigated the administration of insulin to ambulatory 
schizophrenics and reported long-lasting improvement in some 
cases, probably caused by the physiological effects of insulin; at 
the same time they observed that sensitivity to insulin increased 
with the number of treatments given. Tomlinson and Ozarin‘ 
brought about mental and emotional improvement in the majority 
of 52 psychotic state hospital patients by subecoma insulin admin- 
istration. Rennie® describes a sedative effect, with decrease of 
anxiety, in psychotic patients thus treated. 

Application of insulin to neurotics in war and peace has been 
much slower to receive attention. In 1941 Sargant and Craske® 
reported their technique of modified insulin therapy in a military 
hospital setting. Sargant devoted a chapter of his book on somatic 
methods of treatment in psychiatry, written in conjunction with 
Slater,’ to the subject of subshock insulin; in his diseussion he 
places considerable emphasis on physical and physiological factors 
to the almost complete exclusion of psychological and emotional 
elements. He compares his method with Weir Mitchell’s “total 
food push.” He goes so far as to say that insulin should not be 
considered except in cases of weight loss, in which, almost invari- 
ably, weight gains are produced. More acceptable to the majority 
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of writers is his impression that insulin is beneficial in syndromes 
of mixed functional and organic etiology, like postconcussional 
states. 

Fox* used insulin subshock in the rehabilitation of his military 
patients, most of whom were suffering from anxiety states due to 
combat. He noted spontaneous verbalization in many of his eases, 
which he considered less disturbing than free expression under 
sodium amytal. He noted as an additional advantage that the pa- 
tients, on termination of each treatment, were fully alert and eager 
to participate in ward activities. The same idea was set forth by 
Cohen® who reports relief of tension, anxiety and depression in 
ambulatory patients treated at home. He states that most prob- 
ably no irreversible brain damage could result from the treatment. 

Kelley and Thompson” tested the efficacy of insulin subecoma 
on a large scale in military patients in the European theater of 
war. Their experience included 5,000 cases treated by a total push 
method. Their technique was adopted from Sargant and Craske* 
with some modifications; the dosage of insulin was usually from 
70 to 100 units which is comparatively easy to control in a hospital 
setting. Actually, their patients were exposed to the drug for as 
much as three to four hours so that coma developed rather fre- 
quently. The authors emphasized the indication for the treatment 
in acute disorders, preferably associated with psychosomatic symp- 
toms, while chronic psychoneuroties were naturally much slower 
in responding to treatment. Kelley and Thompson” stressed 
the psychological rather than the physiological influence of insulin ; 
the suggestive value of treatment routine was also considered. 
Hohman and Kline" had similar experiences with a much smaller 
number of navy and marine corps personnel; they postulated the 
role of the sympathetico-adrenal mechanism in hypoglycemia which 
is believed to restore homeostasis, probably at the hypothalamic 
level. 

An interesting controversy developed between Teitelbaum, 
et al.’ and Sargant and Slater’ over the validity of some of the 
conclusions made by the former. Teitelbaum and his co-workers 
concluded, in a study of 201 soldiers subdivided equally into four 
groups, that insulin has no specifie effect in producing sympto- 
matic relief as compared to sodium amytal, a placebo and general 
ward care, even though a definite weight gain was brought about. 
Furthermore, it was felt by those authors that there was no sig- 
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nificant correlation between the amount of weight lost during and 
prior to treatment, the amount gained under insulin and the degree 
of improvement. Sargant and Slater’* feel that insulin probably 
was a better treatment method than the other three, feeling that 
the number of patients treated was small and the treatment period 
rather short. It seems significant to glean from the literature that 
there is a great deal of disagreement on the value of insulin treat- 
ment alone and the mode of action in those cases which have 
improved. 

The most recent contribution has been made by Stratton and 
his associates’ working in a Canadian military hospital. They 
supplemented psychotherapy with subcoma insulin; and, in pa- 
tients not showing sufficient improvement, pentothal narcosis was 
added. They encouraged the patients to visit at home for week- 
ends in order to test adjustment in the community. The writers 
of the present paper have found no report in the literature dealing 
with subshock insulin therapy in an outpatient clinic. 

At the Baltimore Mental Hygiene Clinic of the Veterans Admin- 
istration, the writers are dealing with ambulatory patients who 
live in the community. The clinic is located in the regional office 
building. Many of the veterans seen there are engaged in regular 
occupations, attend schools, or are undertaking vocational train- 
ing. The greater majority of these patients suffer from psycho- 
neurotic disorders. Also under treatment are a proportionately 
small number of pre- and postpsychotic patients, as well as some 
suffering from character disorders, in which anxiety is a more or 
less important feature. 

The writers have long been impressed with the need for a thera- 
peutic method which will not interfere with the vocational and 
social adjustment of the veteran, will benefit patients without un- 
due risk, and will prove sufficiently adaptable for use in a clinic 
adequately equipped to undertake such responsibility. The pres- 
ent study was, therefore, undertaken: (1) to observe both the psy- 
chological and physiological effects of insulin subshock treatment 
from a clinical viewpoint; (2) to observe the efficacy of insulin as 
an adjunct to psychotherapy; and (3) to present a contribution 
both to psychiatric treatment and nursing technique. 

The aim has been the prevention of hospitalization in all cases 
where outpatient treatment is at all feasible.” The writers are 
encouraged in presenting their preliminary observations up to the 
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present time because there has been very little evidence in the lit- 
erature so far that insulin subshock is being undertaken in out- 
patient clinics on a large scale. 


Il. SeLEectTion oF Cases 

Insulin subshock therapy was started in the Baltimore clinic in 
April 1947. So far, 95 cases have received approximately 1,500 
treatments; 22 of that number are under active treatment at the 
present time. 

The criteria for determining a patient’s suitability for insulin 
subshock have been more or less empirical and have been based 
on the experience reported in literature as well as on the writers’ 
own observations. Some of the criteria used in this clinic are: (a) 
history of a previously successful treatment course; (b) loss of 
weight; (c) tension and anxiety, particularly with autonomic mani- 
festations; (d) neurasthenic complaints; (e) inaccessibility to psy- 
chotherapy in withdrawn and schizoid individuals; and (f) cases 
in which deprivation of affection and lack of group contact seem 
to play a part. 


lll. EmorronaL PREPARATION 


Emphasis is placed on adequate emotional preparation of the 
patient for the treatment. The social worker on intake assignment 
is prepared to discuss with prospective patients who ask for in- 
formation the availability of this treatment as an adjunct to their 
psychotherapy. This has helped some veterans to decide that they 
would like to start therapy at the clinic. The psychiatrist who 
evaluates the case may then discuss with the patient the advisa- 
bility’ of insulin, either early in treatment or in due course of it. 
The patient is thus made to feel that he plays an important role 
in planning his treatment. It is pointed out to him that insulin is 
not a treatment in itself that is meant to replace psychotherapy. 
Some misapprehensions and fears are corrected, and the voluntary 
nature of the patient’s co-operation is stressed. 


IV. TreaAtTMENT Routine anp Dosace 


A certain treatment routine has been established. The patients 
are treated in three shifts, morning, afternoon and evening. They 
are asked to omit the meal preceding the treatment period. They 
are placed in a ward containing five beds; the clinic provides gowns 
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and linens. A single-treatment room is also available but the writ- 
ers prefer—and so do most patients—treatment in a group. Some 
patients attend daily, others three times, twice or once a week, de- 
pending on the time available to them and the judgment of the 
psychiatrist. 

It must be emphasized at this point that it is of the utmost im- 
portance to have a psychiatric nurse in charge of the treatment 
who has had experience in insulin therapy. Without the close co- 
operation and fidelity of observation of the Baltimore clinic’s 
nurse, this paper would be incomplete by a wide margin. 

The starting dose is usually 10 units and is increased daily by 
five units until a sufficient reaction has been obtained. For some 
patients 15 to 20 units is all that is ever required. The writers 
hesitate to exceed 50 to 60 units in an outpatient setting and have 
not found a higher dose necessary. When optimum dosage has 
been determined, it is usually kept at this level. Sometimes a de- 
crease or increase becomes necessary, depending on factors to be 
discussed later. A special treatment sheet, describing dosage and 
the patient’s reaction, is used and made part of the record. 


\. Errects or Lysutin 

Ordinarily from 35 to 60 minutes elapse before the patient feels 
any effect from the drug. Frequently, the first effect is blurred 
vision which ushers in an uncomfortable period lasting five to 15 
minutes; the patient experiences vertigo, feels “odd” and often has 
accompanying nausea and an elevated pulse. At the end of this 
short time, these symptoms become less prominent; the patient 
starts to perspire, becomes relaxed and is somewhat more com- 
fortable. Some patients do not perspire but show marked tremu- 
lousness instead and are not so comfortable during this period. 
Other patients combine these two reactions to a marked degree. 
All patients complain of increasing hunger and, in general, talk 
about the food they would like to eat. Tea, coffee, or chocolate is 
offered at the end of the treatment. The patients also bring candy 
of their own choice, and sandwiches, a fact which, perhaps, adds 
to their feeling of contribution to the treatment. 

Usually these reactions are permitted to continue for one-half 
to one hour before termination—depending upon their intensity. 
The individual patient usually follows the same pattern each day. 
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There is an element of sameness also in the times taken for a sin- 
gle individual to react. After they are fed they feel comfortably 
relaxed. 


Vi. AFTERCARE 


As a rule, the patients are allowed and even encouraged to take 
naps. They seem to get along better during the rest of the day if 
they do not get up too quickly. Otherwise, one finds that a feeling 
of weakness and tremulousness frequently continues most of the 
day and that secondary reactions are more apt to recur. The nurse 
often finds it difficult to get patients up in a reasonable time to pre- 
pare for the next group. Sometimes she has to show much di- 
plomacy and tact so that no feelings of hurry or rejection result. 


VII. Anticipation AND Hanpbiinc or DiFFicuLTIEs 

Many untoward events and possibilities must be anticipated in 
order to prevent and control complications. Usually, the aim is 
for a reaction strong enough to have the patient feel the effect of 
the drug. This is allowed to continue for an hour, if it can be done 
without danger of precipitating shock. There are a number of fac- 
tors that may cause reactions to develop much faster and stronger 
than usual, making earlier termination advisable: 

1. A patient not eating normally will of course show a reaction 
very different from the average. An example, which shows how 
necessary it is for the nurse to question the patients in detail be- 
fore each treatment, is the following. A patient who had been put 
on insulin therapy because of his disabling anxiety symptoms, with 
loss of appetite and subsequent weight loss, came in for his daily 
insulin at 1 p.m. He had had six previous treatments, which fol- 
lowed the usual reaction pattern. The nurse asked him how he 
was getting along; he responded that he had eaten a huge dinner 
the night before, breakfast that morning and had omitted his lunch. 
From his answer, it was assumed that everything was in order. 
His standard dose was given, but in 25 minutes he became econ- 
fused and began to act in a psychotic manner. .His attempts at 
co-ordination were grotesque. He was given intravenous dextrose; 
and he reacted in a belligerent manner. When the reaction had 
subsided, further questioning revealed that the huge dinner he had 
eaten the night before had been vomited. He had felt nervous and 
had spent a rather sleepless night, about which he had mentioned 
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nothing before. Thus he obviously came in with his blood sugar 
considerably lower than usual, and the standard dose for him had 
a greater effect than expected. This experience alarmed him so 
much that he discontinued treatments. The insulin might have 
helped him, had he not had this traumatizing experience. It be- 
came apparent that more extensive questioning before each treat- 
ment was necessary to avoid such reactions. 

Another patient had a unique interpretation of the facts regard- 
ing food. He insisted that he had had no lunch, but when the usual 
reaction did not occur, he added, “The coke and piece of cake I had 
just before coming here might have slowed up my reaction.” 

2. Fatigue at the end of a long day’s work speeds the reaction 
considerably, both in time and degree. Many patients in the night 
clinic ordinarily come in tired and hungry and react extremely 
quickly, sometimes even in 15 to 20 minutes. They must be watched 
very closely. The writers have learned to anticipate a more se- 
vere and accelerated reaction under those circumstances. One of 
the night patients, apparently rather tired, reacted within 20 min- 
utes and, 15 minutes later, developed generalized jerking and 
twitching of his extremities. He was fed immediately, before loss 
of consciousness could occur. Ordinarily there was no severe re- 
action in this patient with the same insnlin dosage. 

At least 10 to 15 per cent of the clinie’s night patients will react 
so intensely in half an hour or less, with symptoms of general 
weakness, apprehension and much tension, that they require feed- 
ing within 15 to 20 minutes after the onset of a reaction. It is here 
that the experienced psychiatric nurse is most valuable. She can 
generally spot the danger signals and act accordingly. If, on the 
other hand, the reaction is comparatively mild and the patient is 
comfortable, the feeding time for fatigued patients is delayed to, 
but not beyond, the 60-minute limit. 

3. Extreme tremulousness, poor sleep and lack of appetite will 
often cause speedier and more intensive reactions than usual, per- 
haps because energy requirements in such cases are higher and the 
glucose reserve is depleted more quickly by insulin. The writers 
believe that the patient should be fed immediately after the onset 
of a particularly strong reaction, in order to prevent untoward re- 
sults. Some observers have argued that an extended strong reac- 
tion gives the patient more physiological benefit. The writers’ own 
opinion is that, while this may well be true, the emotional trauma 
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to the patient from a severe and extremely uncomfortable anxiety 
reaction will vitiate the physiological benefit of a prolonged re- 
action and produce unfortunate emotional results. One must keep 
in mind that one is dealing with outpatients who leave the pro- 
tected clinic environment shortly after their treatment. For the 
same reason, efforts are made to prevent delayed reactions as much 
as possible and to give detailed instructions to the patient as to 
how to treat a delayed insulin effect. It is felt that confidence in 
the clinie will be severely shaken if such a reaction occurs away 
from the protected clinic environment. For the same reason, there 
is an attempt to spare patients the emotional shock of observing 
severe reactions in themselves or other patients. Several patients 
have interrupted or terminated treatment after such an occurrence. 

4. Emotional factors will occasionally play a part in precipitat- 
ing the premature onset of a reaction and will sometimes aggra- 
vate it. One patient who usually did not respond for an hour and 
a half chanced to talk to a girl from another department, who en- 
tered the treatment room and in whom he had previously shown 
some interest. Almost instantaneously he became extremely trem- 
ulous, perspired freely and his pulse became elevated. 

5. In10 or 11 of the patients so far treated, the writers have ob- 
served considerable allergic reactions to insulin. They extend 
from wheal formation to generalized itching and urticaria. In 
three or four patients, it has been found that an injection may re- 
activate an allergic response at a previous site and cause more 
swelling, redness and itching there, than at the site of immediate 
injection. No significant correlation has been found between pa- 
tients who have received a previous course of insulin and those 
who receive the treatment for the first time. It seems to the writ- 
ers, however, as if the less regular introduction of insulin into the 
body than is done in diabetics who take their insulin every day, 
may presuppose a greater response in sensitive individuals. In 
no case, has it been necessary to discontinue treatment, but some- 
times a considerable amount of persuasion and assurance has been 
required to make the patient continue the treatment until maxi- 
mum benefit has been obtained. Reductions of dosage were neces- 
sary in all sensitive patients. 

6. Colds or other minor ills are conducive to unpredictable re- 
actions. Treatment is generally postponed if a patient suffers 
with a bad cold or has an elevated temperature, because extensive 
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sweating precipitated by the treatment will make the patient more 
vulnerable to respiratory infections after leaving the clinic. 

7. Aleohol in excess is most disturbing to insulin treatment. 
Any prediction about the reaction is nearly impossible. The few 
veterans whose psychoneurotic complaints were associated with 
alcohol reacted very poorly to the treatments, and the writers have, 
therefore, discontinued giving them this form of therapy, feeling 
that the risk is too great for outpatients of that kind. 

One alcoholic reacted twice in less than 25 minutes, had convul- 
sions 15 minutes later, became cyanosed, experienced an oculogyric 
crisis, salivated heavily and showed general hyperactivity. He re- 
ceived intravenous dextrose immediately to prevent deeper shock. 
On awakening, he was completely disoriented and believed he was 
in jail after a drunken debauch of several days. Another alcoholic 
who ate little and drank wine almost continuously, has entered into 
shock on as little as three units of insulin. He perspired very pro- 
fusely and was so tremulous that motor co-ordination was inter- 
fered with. He became confused very quickly and developed la- 
bored breathing. On one occasion, the writers reversed the pro- 
cedure, feeding him chocolate with sugar before giving him four 
units of insulin. In a half hour, he became tremulous and con- 
fused, showed apprehension and difficulting in breathing. His 
pulse rate was elevated to 140. In one session, he received sterile 
distilled water but did not show any reaction at all. 


VIII. Iypications ror LNTERRUPTION OF TREATMENT 


Several signs and symptoms have been found to be forewarnings 
that shock is near and feeding is in order. 

(a) When the pulse becomes arrhythmic, the advanced stage 
of subshock reaction has been reached; confusion may follow a few 
minutes later. The arrhythmia is an automatic signal for termina- 
tion of treatment. 

(b) Very profuse sweating is also an indication for early ter- 
mination of treatment since the writers wish to avoid as much as 
possible the feelings of weakness and discomfort when the patient 
leaves the clinic following his treatment. 

(c) Confusion and preoccupation are other danger signals. On 
one occasion, a patient became somewhat confused and preoccu- 
pied, unable to respond to questioning, giggling inappropriately. 
Usually there is a 10 to 15 minute lag between the oral ingestion 
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of sugar and its effectiveness in counteracting the insulin. This 
patient demonstrated this rather well. About 10 minutes after 
drinking his chocolate, he began coughing and clearing his throat 
very loudly, ending his cough with an animal yell and with attempts 
to expectorate. The reaction simulated the psychotic attempts of 
patients who are trying to “spit out” some devil or evil spirit 
within them, a reaction often observed in mental hospitals. The 
same patient said later that he had reacted similarly in a military 
hospital. All this indicates that watchfulness should not abate 
with the moment of feeding. 

(d) Many patients whose personalities suggest psychotic 
trends, actually develop transitory psychotic episodes if their re- 
actions persist too long. One patient developed visual hallucina- 
tions in the form of figures to which he pointed, giggling inappro- 
priately. One of the night clinic patients had an auditory halluci- 
nation and on several other occasions complained of a funny taste 
as if there had been salt in his chocolate instead of sugar. All this 
disappeared when the reaction time was reduced. 


LX. ILnpIvIpUALIZATION OF TREATMENT 


When insulin was started in the Baltimore clinic, it was decided 
somewhat arbitrarily that the acute phase of the tremulousness be- 
fore feeding time should last approximately an hour. This was 
considered sufficient to stir up metabolism and cause beneficial phy- 
siological effects. As time went on, however, the writers began to 
realize more and more that treatment had to be timed individually 
every day. When the time was extended too long, the patients be- 
came confused, developed excessive restlessness and an extreme 
feeling of hunger, weakness and profuse sweating, as has been de- 
scribed. It is in that stage that they are apt to develop apprehen- 
sion about the treatment. In some cases patients have not re- 
turned because of this. If they do return they may fail to relax 
well during the next treatment, expecting the same discomfort. 
Furthermore, observation of a psychotic reaction is very trau- 
matie to the other patients in the room who may think that the 
same thing can occur to them also. Since the writers have short- 
ened individual treatments within the limits outlined, there seems 
to be no essential decline in the benefits attained. It seems un- 
necessary for the ambulatory patients to approach shock uncom- 
fortably closely to receive maximum benefit. Shortened treatment 
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makes nursing care easier and is almost a necessity when only one 
nurse is available for five or six patients who may react simul- 
taneously. 


X. PsyCHOTHERAPEUTIC EFFECTS 

Considerable psychotherapeutic gain has been observed in pa- 
tients undergoing subshock insulin treatment. The writers feel 
that the psychiatric nurse plays a part in this improvement. Her 
part in the treatment is not only supervision of the patients in 
making them comfortable, supplying them with ice water or read- 
ing material, but also in conversing with them and giving the more 
dependent patients the mothering they seem to need. Having the 
patients in one treatment room affords a valuable opportunity for 
group therapy. Sometimes the nurse starts the ball rolling, and 
the patients eventually respond, speaking not only of their wartime 
experiences but also about everyday problems. On many occa- 
sions a psychiatrist comes in to see his own patients and, at the 
same time, participates in the discussion going on. Some patients 
find the atmosphere much more conducive to emotional readjust- 
ment than the classroom technique used in military group therapy 
gatherings. It is promising to a new patient just beginning treat- 
ment to find that he is not alone with his problems and experiences. 
It is reassuring to him to hear other patients talk about the im- 
provement brought about by insulin. Some of the topies discussed 
dealt with combat, the emotional problems of military life, hate of 
regimentation, the return of the G. L., home and marital problems, 
and vocational readjustment. 

Some patients are apprehensive during treatment and need a 
great deal of reassurance. Some become very dependent and will 
devise any excuse to keep the nurse near them. To some, the treat- 
ment gives a chance to get away from wife and children who add to 
their irritability. To those patients who are demoralized because 
of long idleness, the regular treatment hours offer a definite pro- 
gram to be followed every day; thus their self-respect is restored, 
and they are better able to face real or fancied hostile criticism of 
their “laziness” by neighbors and relatives. 

The relationship of psychiatrist and patient is a much more in- 
dividualized one than is usually possible in a hospital setting. In 
a clinic, much more depends on the patient’s good will because he 
has to decide from treatment to treatment whether he wants to 
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come or not. By questioning, his resistance to treatment can thus 
be brought out in the open in psychotherapeutic discussion. Im- 
provement following hospital treatment is frequently not sustained 
because the patient returns to his former upsetting environment 
in civilian or military life, as the ease may be. In a clinic, the pa- 
tients are treated while they are living in their disturbing environ- 
ments; and “occupational therapy” is administered in their respec- 
tive places of employment. It is thus seen that the contribution 
of the patients to the therapeutic experience in the clinic is emo- 
tionally greater than that of hospital patients and, furthermore, 
entirely on a voluntary basis. They feel more at liberty to tell us 
how they like or dislike the treatment. They know that the time, 
frequency and extent of the treatment are fitted to their individual 
needs. They are made to realize that the time spent at the clinic 
represents not merely the use of idle periods, as is often the case 
with hospital patients, but that, frequently, coming to the clinic 
infringes on spare time after a full day’s work. The will to im- 
prove is therefore strengthened and the desire for neurotic second- 
ary gain is lower than in most hospital patients the authors had 
had occasion to observe in their military practice. 


XI. ConcLusion 


The principal purpose of this paper is to review some clinical 
and psychiatric observations on insulin subshock which seem par- 
ticularly valid and significant for a mental hygiene clinic. At 
present, there is no widespread tendency to give ambulatory in- 
sulin in an outpatient setting. Insulin in subshock doses seems to 
produce little danger of complications if given in a clinie properly 
equipped and staffed for its use, and if administered to patients 
fully willing and able to co-operate. So far the writers have ex- 
perienced no untoward sequelae. 

The majority of the patients thus treated show signs of subjec- 
tive and objective improvement. At present the writers are en- . 
gaged in a systematic survey of the progress their patients are 
making. They are interested in following them up from a social, 
psychometric and psychiatric viewpoint, attempting to evaluate all 
material as Teitelbaum” and Sargant™ have done. It also will be 
necessary to compare the writers’ insulin patients to an equivalent 
group treated with other means of outpatient therapy. 
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The results, when available, will be published at some future 
time. It appears to the writers at this time, however, that suffi- 
cient significant observations are available now regarding the re- 
sponse and reaction of ambulatory insulin patients to warrant the 
use of ambulatory insulin in other clinies as a valuable adjunct to 
psychotherapy in suitable cases. The writers also feel that they 
are able to point out certain reactions, both psychological and phy- 
siological, in insulin-treated patients which heretofore have not 
been stressed, or have been insufficiently stressed and which, if 
properly recognized by the alert psychiatrist and psychiatric 
nurse, can be utilized both to the benefit of, and for the protection 
of, the patient under care. 

The authors also wish to express their appreciation to the other 
members of the clinic team participating in the subshock insulin 
project. 


SUMMARY 


1. Observations of physiological and psychological reactions in 
patients undergoing subshock insulin treatment in a mental hy- 
giene clinic are reviewed: 

2. Selection of cases and treatment routine are discussed. 

3. Experiences gained in handling such cases by the psychia- 
trist and the psychiatric nurse are described, with emphasis on the 
following: (a) Follow-up rest at the end of each treatment is con- 
sidered valuable. (b) Daily questioning of patients prior to treat- 
ment regarding food intake, fatigue, intercurrent illnesses and 
emotional factors, is important in order to avoid untoward reac- 
tions. (c) Particular caution is necessary with alcoholics. (d) 
Allergic reactions to insulin are described. (e) Warning signs for 
termination of subshock are discussed. 


4. Some psychotic and pre-psychotic reactions under insulin, 
and their effects on other patients in the treatment room are de- 
scribed. 


>. An attempt is made to explain some of the psychotherapeutic 
effects of insulin treatment on the basis of an emotional group 
experience. 


6. More active contribution to the treatment is needed from an 


outpatient than from a hospital patient; this may also be an im- 
portant psychotherapeutic factor. 
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7. Psychotherapy is necessary in conjunction with ambulatory 
insulin treatment. Treatment must be adapted to the individual 
need of each patient. 

8. Presence of a psychiatric nurse is important to the success 
of subshock insulin treatment. 

9. The writers’ experience shows that insulin subshock treat- 
ment in an outpatient clinic is not only feasible but desirable on a 
more extensive basis. 


Mental Hygiene Clinic 
Veterans Administration Regional Office 
Baltimore 2, Md. 
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ON SOME PSYCHOLOGICAL ASPECTS OF THE MANAGEMENT 
OF LABOR 


BY N. KALICHMAN, M. D. 


Grantly Dick Read’s name and work are well known. His book, 
Childbirth Without Fear, sets forth the principles of natural child- 
birth. Recent articles, scientific and popular, have forced serious 
consideration of his theories and methods by the medical profes- 
sion. This paper is intended to stimulate further consideration. 
In the space of a journal article, no attempt can be made to de- 
scribe fully his theory of natural childbirth. The reader, be he 
interested, must look to the book for that. As only one case is re- 
ported here, this paper cannot even attempt to prove the reliability 
of the technique. This reliability, the writer believes, has been 
amply demonstrated by the results published by the Yale Univer- 
sity School of Medicine, to which reference will later be made. An 
individual case-history, well recorded, is offered here with the hope 
that it will demonstrate the technique, and the theory behind the 
technique, as well as attempt to answer some questions regarding 
various phenomena during labor. 

The patient was a 23-year-old, married primipara. One week 
before term, she told her doctor she had read popular articles on 
the Read technique, and would like, if he were willing, to try it out. 
He agreed, and informed her that he wished to enlist the writer’s 
aid. The writer’s practice was in psychotherapy, and therefore 
he would be more adequately trained to handle her psychological 
problems. Throughout the management, the patient was, there- 
fore, aware that her doctor was responsible for the obstetrical 
plans of her labor, while the author would be dealing with her psy- 
chological state. The success of Read and of the Yale Hospital 
staff make it obvious that the task need not necessarily be divided. 
The general practitioner, be he as well equipped with the knowl- 
edge and technique necessary for the adequate handling of the pa- 
tient’s mental state as he is for the handling of the more mechani- 
cal aspects of labor, can combine the roles under the usual cir- 
cumstances. 

One week before she expected to go into labor, the patient had 
an interview with the writer for about an hour. The purpose was 
to determine what she knew and expected about childbirth, and to 
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provide an opportunity to ask any questions. She was an intelli- 
gent and cheerful young woman who was pleased with her preg- 
nancy and was looking forward to becoming a mother. She had 
worked until the fifth month; and, only in the first month, had she 
had the feeling of being sick. The questions she asked were about 
how much blood was lost during the delivery, whether she would 
be able to talk during the delivery, whether she would have any 
say as to the administration of the anesthesia, and, as the holidays 
were close at hand, whether she would have to stay in hospital 
for the 10 days which she had heard were required. All of these 
questions were answered with the use of illustrations. The writer 
proceeded to describe what she could expect, and what he expected 
her todo. In essence, the lecture included in the interview was the 
following. 

“Your baby will not necessarily come exactly on the date set by 
your doctor. The date he has given you is as close as he is able 
to estimate, but it does not mean that the baby will come on this 
exact date. The baby could be born two weeks before, or two 
weeks after, but do not let it worry you if it does not come on the 
given date. During the last month of pregnancy, lightening will 
take place, which means the baby is shifting its position. This 
may interfere a little with your breathing. There will be an added 
weight or pressure on your legs, which may cause more frequent 
urination. Now labor is divided into many phases. There is no 
typical pattern, but this varies with the individual person, as has 
your pregnancy. It may begin with a show, i. e., a discharge, and 
this may or may not be tinged with blood. Others have the bag of 
waters break with a gush of warm fluid, and still others start with 
regular contractions. When these symptoms occur, do not think 
that you will have the baby within the hour. There is no rush to 
labor. It is very important now to make contact with your doctor, 
and to feel free to ask questions. He will advise you when to enter 
the hospital according to your individual case. 

“The problem of transportation should be arranged beforehand 
and the supplies that you plan on taking to the hospital should be 
ready. On your arrival at the hospital, you will be taken to the 
admitting room, where they will take your name and a few par- 
ticulars. From here you will be taken directly to the labor room. 
Here there may be another occupant of the room, and I want you 
to remember that the progress of labor varies according to tem- 
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perament, experience, and preparation. Remember this: Do not 
try to run a race with anyone else. Some persons find that yelling 
gives comfort. This does not necessarily mean pain, so do not 
take your cue from anyone else. Remember your teaching. There 
is one nurse assigned to look after vou, and she is always within 
call, always anxious to answer your questions. Do not hesitate to 
ask questions as to how you are coming along, or to talk. She will 
keep you informed. At this time, an enema will be given to you, 
and this is so there will be a clean area that can more easily be 
kept sterile. A specimen of urine will also be collected. Besides 
this, the nurse will come in regularly to check your temperature, 
pulse and blood pressure, and also the progress of the baby. This 
will be checked by a stethescope, through your abdomen. The 
nurse will be in constant touch with the doctor at this time, and he 
will come as soon as he is needed. There are three stages to your 
delivery. 

“The baby is in your womb, which is similar toa room. You will 
have contractions gradually coming closer together; and as time 
goes on, you may have a sensation of pressure in your back. It is 
important that you move around until you are in a comfortable 
position, often with knees up. Gentle rubbing of the back by your- 
self may be of assistance. The ‘room’ in which your baby is 
waiting, has walls of muscle, and there is also an opening similar 
to a door. It is with each contraction of these walls that your 
baby gradually opens the door. Do not push down or tense your- 
self at this time. There is no work for you to do. This is the 
time for you to relax and let the walls of muscle do the work. Do 
not bear down at this time. It is obvious that if you do, you are 
actually closing the door. Feel free to ask questions of the nurse 
if you wish. Now as time goes on, the door is open completely into 
the passageway which leads the baby out. This passageway is 
made of very elastic tissue which easily becomes larger for the 
baby, and also becomes smaller, following the birth of the baby. 

“You are now going into the second stage of labor. At this time 
you will probably be put on a stretcher and taken to the delivery 
room, a large white room in which you are the only patient. The 
nurses will be there in white gowns, caps, and masks. If the doe- 
tor is not present, he will be on his way. On the table, your legs 
will be put up in stirrups to facilitate the birth for both you and 
the doctor. To make it easier for you to grasp the handles on the 
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table, your hands will be strapped. The pubic area will be well 
washed. This is the time when pushing is of real assistance. It 
will be a sensation of pushing that you cannot help. This is good, 
and you push with your contractions. It may help to grunt at this 
time. An anesthetic is now available if you need it. The baby 
will be born with your doctor’s assistance. The doctor cuts and 
ties the cord, and looks after you, while the nurse takes care of 
the baby. At this time the baby is marked with a bracelet which 
cannot be removed until you are ready to go home. 

“Now, a hypodermic in the arm will help in the delivery of the 
after-birth. This is the third stage of labor. The baby will be 
shown to you before you leave the delivery room. This is a very 
happy time, and you will have a definite feeling of elation. After 
this you will be taken to your room where you will see your 
husband.” 

The interview completed, the writer told the patient that he 
would be seeing her next at the time of her labor. The interview 
had served various purposes. 

Primarily it created a framework in which the patient could act 
intelligently, with understanding of the facts of her condition. 

One important aspect of the technique described has to be em- 
phasized strongly. As is true of other medical therapies, general 
principles must constantly be adapted to the individuality of the 
patient. This particular patient’s history indicated an acceptance 
of her pregnancy and a lack of excessive anxiety about the pros- 
pective labor. Therefore, only one interview was deemed neces- 
sary to accomplish the writer’s purpose. Had the patient been 
more anxious, less intelligent, or less informed, the interview 
would have been modified accordingly. In all cases, the interview 
should be so conducted that a good working rapport with the pa- 
tient is established, so that simple, understandable language is 
used, and so that pertinent anxieties are uncovered and adequately 
dealt with. The achievement of these goals is clearly observed in 
the description of what happened during labor. 

The patient was seen again a week later when she was in the 
labor room. She had informed her family practitioner that her 
labor had begun at 10:40 a. m., and that her contractions were 
coming every 15 minutes. She was admitted to the hospital early 
that afternoon, and spent the afternoon walking around, getting 
to know the nurses. She had also been shown around the delivery 
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room. The following is an account of brief visits, each lasting 
only a few minutes, and made at intervals of about an hour, until 
the patient was ready to go to the delivery room. 

In the following history, the family practitioner will be referred 
to as Dr. R., the author as Dr. K., and the patient as P.: 


9:15 p. m. 


The patient was in the labor room with one other patient. The 
beds were separated by a screen. The patient was sleeping quietly 
on her side, and as the writer stood there, she stirred, opened her 
eyes and looked, calmly smiling up at him. 

Dr. K: How are things coming along? 

P.: Fine. The contractions are coming more frequently. 

Dr. K.: That is to be expected. 

P.: I feel sleepy. 

Dr. K.: You just had those two pills (sodium seconal gr. 114, 
and demerol 100 mg.) and besides, during this phase as I told you, 
you naturally doze off. 

P.: There is another one coming. 

Dr. K.: What does it feel like? 

P. (Pointing to the lower part of her back): Like a fist grip- 
ping tightly. 

Dr. K.: Does the nurse come in often? 

P.: Often enough. Personally I prefer being alone right now. 

Dr. K.: Would you want a nurse in all the time if it were 
possible ? 

P.: No. When she comes in she smiles, and is company, but | 
would prefer being alone. 

Dr. K.: You know the bag of waters will break, and when it 
does you will feel a warm gush of water. 

P.: I suppose that will happen here and then I will be taken 
to the delivery room. 

Dr. K.: Yes. Have you seen the room? 


P.: Yes I have, Dr. R. took me there. The stirrups are in the 
right, comfortable position. 

Dr. K.: Just rest now, and let the machine do the work. Later 
on we'll ask you to push. 


P.: Well it won’t be long now. 
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Dr. K.: No. Well good-bye for now, and I’ll see you later. By 
the way, do you have any preference? 

P.: A boy, but I won’t mind if it’s a girl. A beautiful girl is as 
nice as a handsome man. 


10:20 p. m. 


P.: They’re coming much stronger and more frequently now. 
(As the contractions came she raised her knees and moved her legs 
from side to side.) 

Dr. K.: How does it feel? 

P.: It pinches me here (indicating her back), and here, indi- 
cating her groin). It helps me if I move a bit. (There was some 
groaning from her bedroom companion.) 

Dr. K.: Does that bother you? 

rt Be. 

Dr. K.: I suppose if you were frightened that you could con- 
sider it pain. 

P.: Yes, but it isn’t, just gripping sensations. (The patient was 
calm throughout.) 

P.: I’m looking forward to getting it over with. 

Dr. K.: Your bag of waters hasn’t broken yet, it is doing the 
work. You’ve got to expect some pain when the door finally opens. 
It will be like the creaking of a door. 

P.: Then this must be it. 

Dr. K.: Dr. R. will soon be here. 

P.: That’s fine. (The patient pursed her lips and closed her 
eyes.) 

Dr. k.: Why are you doing that? 

P.: Sometimes I feel like grunting. 

Dr. K.: That’s quite all right. I told you, you would feel like 
that. It’s involuntary. If you feel iike that just do it. It is the 
pressure expressing itself. I'll be seeing you. 

Nurse’s note: She is about 2 and % fingers dilated. Fetus is 
about mid-pelvis. Contractions are q. 2 minutes, blood show, mem- 
branes intact, is becoming a little restless. 


11:55 p. m. 
The patient lies in bed, the bed-clothing off. 
Dr. K.: How are you feeling? 
P.: Ihave cramps down here (lower abdomen). 
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Dr. K.: The door is opening now. You can expect some pain. 

(The patient takes it all quietly, keeps her left leg bent at the 
knee. ) oe 

P.: Will Dr. R. be here soon? 

Dr. K.: Yes. 

P.: That’s fine. 

Dr. K.: Do you want me to stay with you for a while? 

P.: Yes, do please. The bag hasn’t broken. I wonder if when 
the head comes down it will hurt very much? 

Dr. K.: No. 


12:00 Midnight 
The patient is increasingly restiess. 
P.: I feel like pushing. 
Dr. K.: That’s because it’s so low-down. 
P.: It is somewhat painful (rubs her lower abdomen). 
Dr. K.: Does that give some relief? 
P.: Yes. 
Dr. K.: It’s down low now, that’s why you feel it there. 
A nurse came in to change the sheets. The patient was behav- 


ing differently now. She wove her body about and moved her legs 

in and out from the center line. However, the patient did not bear 

down, and talked calmly, observing and evaluating the events. 
Nurse’s note: The water is seeping out. 


12:15 a. m. 

P.: Will it hurt if I push? I feel like a baby. 

Dr. K.: Why? 

P.: Oh these noises of mine (soft grunts). 

The patient was now attempting to control involuntary pushing, 
she slept at intervals, was still calm, and smiled and joked. She 
was wheeled into the delivery room. She lay calmly, and just 
watched the nurses go about preparing the water basins, ete. 

Dr. K.: Do you like having me here? 

P.: Isure do. 

Dr. K.: Dr. R. will be here very soon. When Dr. R. comes, 
that will be the time for you to push. 

By this time, the reader will have observed that each contact was 
centered on keeping the patient informed as to the significance of 
what was happening, informing her as to what would come next, 
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and instructing her as to her actions. These contacts were then, a 
logical continuation of the preparatory interview. Most important 
was the fact that no preparation could ever be so complete that all 
eventualities were considered. These must be dealt with through 
the permissive relationship which would enable the patient to seek 
for information at each contact. This particular patient was obvi- 
ously in full control of the situation. Of interest, was the grada- 
tion of her perceptions, For example, her gripping sensation 
gradually evolved into pinching, then into cramps, and finally into 
pains. A more anxious woman would have interpreted all sensa- 
tions more grossly as being painful from the onset. Her need for 
help was related to the process. At first this secure woman felt 
that she could be on her own. As parturition approached, an im- 
patient intolerance for her situation developed, and a more ap- 
parent need for a supporting figure appeared. Psychological 
events vary from individual to individual, and the basie concept 
that technique must be flexibly adapted to individual circumstances 
is worth repetition. 

Dr. R. came in, and the patient was obviously glad to see him. 
Dr. R. washed up in full view of the patient. She frequently would 
doze off between contractions, would awaken with the contractions 
and say, “It’s good to have these breathers.” 

Meanwhile, as the nurse washed the patient and prepared the 
sheets, she would inform her as to what she was doing. The pa- 
tient would say, “Oh yes,” in recognition. 

Dr. R. was about to do a digital examination. 

Dr. R.: I am about to examine you. It will be somewhat un- 
comfortable. (The patient took the examination well.) 

Dr. R.: Everything is going along perfectly. 

P.: That’s good (smiling as she said it). 

Dr. R.: By the way, what do you want? 

P.: A boy. The patient pushed with each contraction as di- 
rected, alternately by Dr. K. or Dr. R., who said, “Push when you 
feeling the contractions, and rest in between,” or, “You are doing 
very well. Everything is coming along very well.” 

All this time, the patient’s only noise was some sounds of ex- 
pelling breath. Otherwise, it was very plain that she was co-oper- 
ating perfectly, and that no sign of anxiety was present. She 
dosed off frequently. 

P.: Ihave only one hand in the handles. 
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Dr. K. (to nurse): “Help her to take hold of the other one. It 
helps her to push.” 

The baby’s head was down on the perineum, and the doctor now 
motioned that everything should be prepared in case anesthesia 
had to be administered. The patient had been told that an anes- 
thetic (ether), was available and that it would be given if she felt 
the need of it. While she had not made any request for it, it was 
thought that she should have some anesthetic at the moment of 
actual delivery. 

Dr. K. (to nurse): “Put some oil into Mrs. J.’s eyes, please.” 

Dr. K.: Remember me telling you about the putting of oil into 
your eyes to protect them? We will give you a whiff of ether 
soon. (The latex covering for the eyes was placed.) 

P.: What is that for? 

Dr. K.: To protect your eyes if we give you ether. 

The nurse began rubbing in some facial cream. This point had 
been overlooked in the patient’s psychological preparation, and she 
was obviously startled when she asked why the cream was being 
applied. The nurse replied jokingly, “To keep your baby com- 
plexion.” The patient was unsatisfied by this answer and the nurse 
unwittingly, had created a situation where the patient’s anxiety 
was not being handled understandingly. Therefore Dr. K. inter- 
vened. 

‘Dr. K.: Just to protect your face. 

The baby was ready to be delivered. 

The patient had not made any request for anesthesia, she was 
calm and co-operative. However, the family practitioner, out of his 
own needs, motioned that ether should be administered. The mask 
was placed over the patient’s nose and mouth. 

Dr. K.: I am going to put this over your mouth and nose. 
Breathe in the ether. 

The mask had been applied for less than a minute, when the 
baby was successfully delivered. While the delivery was taking 
place, the patient shook her head from side to side, and said, 
“Please stop giving me the ether, I want to see it.” The ether 
mask was removed, and the patient looked with wonder on her face 
at the still unwashed baby on her abdomen. 

As the ether had been administered for less than a minute, and 
as the patient had not asked for it, and had asked for its cessation, 
it ean be considered that anesthesia played a very minor role in the 
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conduct of this particular delivery. The patient watched the tying 
of the cord with avid interest. 

P.: What is it? 

Dr. K.: A girl. 

P.: Oh (very disappointedly). 

Dr. K.: How do you feel about having a girl instead of a boy? 

The patient unfortunately, could not verbalize her disappoint- 
ment adequately. This contrasted strikingly with previous experi- 
ences in similar situations with other patients when it had been 
possible to work through this problem. This question will be men- 
tioned again later in this report. 

The baby, meanwhile, was being taken care of by the nurse. The 
baby cried. The patient listened attentively. She was obviously 
disappointed, and it showed clearly on her face. The writer tried 
to get her to express some of this disappointment verbally but did 
not succeed. 

P.: Well, it’s all over. 

Dr. R.: Not yet, there is still the after-birth. 

P.: What is the nurse giving me that needle for? (Apprehen- 
sively.) 

Dr. K.: You remember my telling you that she would in order 
to contract your womb. 

P.: Oh yes! (In a very relieved manner.) 

Dr. R.: The nurse will now push down on your abdomen, to help 
the after-birth. 

The placenta was expressed very easily. 

Dr. R.: Your womb has contracted very nicely. 

P.: That’s good. Is that all there is to it? 

Dr. R.: There is a minor tear here and I want to sew it up. It 
may hurt a bit. (The doctor picked up a curved needle, and began 
to suture.) 

Dr. R.: How does it feel? 

P.: It doesn’t hurt, but it is tender. 

With the third stitch, the patient said, “It feels like a pin prick 

. . You know, I didn’t need the ether.” 

Dr. R.: You’ve been marvelous. You had youth and strength. 

Dr. K.: And confidence. 

P.: And that is the most important of all. 

P.: (Watching the nurse): Be sure to tag it, I don’t want it 
switched. 
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The baby was brought over to her side and she watched it being 
tagged. She kept touching the baby and exclaiming about how nice 
and soft it was. She tried putting her finger in its palm. 

P.: Her ears aren’t as big as her father’s. Listen to her yell. 
(The baby was brought over to the mother who was a picture of 
peaceful happiness. ) 

To intensify the mother-child relationship further, Dr. R., the 
nurses and the writer gathered in a small circle about the mother 
and child, and agreed spontaneously and enthusiastically with her 
open expression of her love for the child. She kept fondling the 
baby, exclaiming over and over, “Babies are so homely, but she is 
real cute.” 

P.: I feel hungry. 

Dr. K.: You have done a lot of work today. 

P.: Isure have. I felt that I might not sleep tonight, but I feel 
so well that I will be able to. Can you show the baby to my hus- 
band? 

Dr. R.: Yes. When will you have your next one? 

P.: In about five years when we can afford it, and after we have 
paid up on our house. 

Dr. R.: That’s a good idea. 

P.: I want to thank you both. I wouldn’t have wanted it any 
other way. 


The time was now 1:30 a .m. 
a * + 


The technique can now be briefly summarized. The patient is pre- 
pared in advance by discovering what she knows and has heard 
about labor, and what she expects to happen during labor. Her 
misconceptions are corrected. She is told in minute detail, with 
the use of illustrations, what to expect and the significance of what 
will happen, and is instructed as to her own actions. During labor, 
the significance of what is happening is repeated once more. The 
patient is prepared for what is coming next, and is instructed as to 
her actions. 

The foregoing educational support reinforces the emotional sup- 
port experienced by the patient in a relationship where she has 
faith in her doctor. The emotional support is founded upon the 
friendly interest manifested by the staff in the anxieties of the pa- 
tient, as shown by their educational efforts, the feeling that the 
doctor and nurses will be present when needed, and the knowledge 
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that anesthesia and other aids are available if necessary. In brief, 
it is only when the patient is in the dark and alone that she will 
see frightening ghosts. One must walk with her through her ex- 
perience, and must put the experience in the light of facts. The 
foregoing is based upon adequate response to the psychology of 
labor. This cannot be fully described in this article. Suffice it to 
say that the physician must deal with the mechanical problems in 
the situation with the methods taught him in the obstetrical courses 
of our medical schools. Each woman must be considered accord- 
ing to her own individuality. The psychological state of the woman 
is also part of reality and cannot be ignored. 

One may, however, say very briefly the following which will 
help to clarify the situation. A woman reacts in her delivery with 
the same basic reaction that all human beings show when faced 
with potential danger, namely the wish for an omnipotent protect- 
ing figure. Basically, this is expressed either in appeal to God or 
in erying for some close one, or for the doctor. This, we can, 
with our present understanding, trace back to the ery for its par- 
ents by the child, when possessed by fear. Here is the emotional 
basis of the patient’s faith in her doctor, and for her constant need 
for reassurance that he will be present during the delivery. The 
doctor must play the role—demanded by the situation—of the 
powerful figure who helps the helpless. This fear is handled in a 
two-fold manner; through passively entrusting oneself to the 
powerful physician and knowing what is happening, knowing what 
to do, and actively taking steps to help one’s self. Now, one may 
consider the various psychic factors that pertain more specifically 
to the delivery situation. Delivery is a biological fact, and runs 
its pre-determined course according to the physiology of the or- 
ganism. Psychic factors may interfere with the natural function 
of the process, which is effected through the autonomic nervous 
system which innervates the uterine muscle fibers. Labor must be 
viewed in the context of the significance of the event in the particu- 
lar patient’s life. Obviously, factors such as illegitimacy, economic 
hardships which must be endured because of the new arrival, sin- 
cerity of desire for the new baby, and numerous other psycho- 
social forces play their share in what happens. 

More specifically, the first stage of labor requires a woman able 
to lie passively and endure the various sensations from within. 
Whether she can do this depends upon her personality. A woman 
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combining intolerance of discomfort with impatience, may be un- 
able to play the necessary passive role. Too early activity, will 
then upset the natural process. It must be said that proper man- 
agement on the part of the staff, and the elimination of disturbing 
influences too frequently emanating from other patients can often 
return the patient to the right path and keep her there. 

By contrast, the second stage requires a woman capable of 
switching to an active, participating role. During this stage, the 
patient reacts to fears pertaining to herself and to her child. Can 
she survive? How can such a big thing come through such a small 
opening without hurting her a great deal, or tearing her apart? 
Will her child be born alive? Will it be damaged? Will it be nor- 
mal? A joyful, underlying expectation conteracts all these pessi- 
mistie worries. During this stage the patient’s ego concentrates 
solely upon this task of expelling the baby. The third stage is 
relatively unimportant for the present writer’s purposes. The 
reader is referred to Helene Deutsch’s Psychology of Women for 
elaboration on the foregoing in her interesting chapter on delivery. 

The great importance of childbirth is, that here is laid the basis 
for the mother-child relationship. Mother and child meet for the 
first time in the delivery room. Doctor and nurses can intensify 
the feelings of the mother. The fostering of a positive relation- 
ship is good preventive mental hygiene and medicine. It is well 
established that a child of a non-rejecting mother is less prone to 
respiratory infections, gastrointestinal disturbances, and future 
emotional conflicts. It was with this in mind that the doctor and 
staff gathered around to talk with the mother and to encourage her 
in her spontaneous statements of love for her child. Excessive 
anesthesia interferes with the development of this relationship. 
As in other fields, what one does not work for, can never be fully 
enjoyed as one’s own. Many women who experience childbirth un- 
der anesthesia complain that they have never felt the child to be 
completely theirs. The relationship can be damaged in another 
manner. If the labor is an emotionally damaging experience, then 
the claim is heard, “I have never felt the same since that delivery.” 
These nervous, irritable, and run-down women can never give the 
required loving care to their newborn, and the damage done to the 


emotional and physiological development of the child can some- 
times never be undone. 
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In the present patient, since disappointment in the sex of the 
child was experienced, an attempt was made to bring this out into 
the open. The least knowledge of personality development will re- 
veal the absolute necessity of dealing with this problem. Many se- 
vere neuroses are caused by the basic parental rejection resulting 
from having delivered a girl rather than the desired boy. The best 
time to deal with this psychic wound is at the time of its infliction, 
and while it is still open enough to drain. Failure to deal with this 
permits, figuratively speaking, a closed-off abscess which con- 
stantly forces the mother to reject the child. Therefore, she should 
be asked how she feels when she is presented with the dissapoint- 
ing news, and should be encouraged to emotionalize her disap- 
pointment. Once the material is out of her system, both patient 
and physician can view it in a rational way. Without this exter- 
nalization of irrational emotions, such as, “My husband will never 
want to see me again,” the various reassuring statements concern- 
ing the acceptability of the child will not have as much value. 

It may also be that a properly-managed delivery may serve as a 
therapeutic experience. According to popular belief, pregnancy 
and delivery can cure sexual frigidity. Practitioners will recall 
cases which seem to testify to some kernel of truth in this—and 
also many which seem to negate this. However, an analogy drawn 
between childbirth and sexual intercourse sheds a new light on this 
idea. In labor, the descending baby can be considered the equiva- 
lent of the penis in intercourse. In both situations, the to and fro 
movements of the penis or baby accompany increasing intensity of 
stimuli received from the genitalia. A possible explanation now 
arises as to the etiology of the mysterious dozing that occurs be- 
tween contractions during the second stage, and of the amnesia 
experienced during a great part of the labor. These two phe- 
nomena are characteristic also for the period close to the climax 
in intercourse. A possible explanation for both situations in psy- 
chological terms presents itself. The ego withdraws from the too- 
intense stimulation into a state of semi-consciousness, and because 
of this state, the amnesia occurs. To continue with the analogy, as 
the climax is reached in both situations, the woman utters involun- 
tary sounds and performs involuntary pelvic movements. With the 
expulsion of the child, as in the reaching of the climax of orgasm, 
the woman suddenly relaxes, and there appears a calm ecstatic look 
on her face. The analogy applies as well to the post-delivery 
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state. The woman’s remarks are now directed to both child and 
physician and are usually tender and loving and are reminiscent 
of remarks following intercourse. The desire for food and the 
following restful sleep complete the analogy. 

The ordinary criteria for successful delivery should include more 
than the morbidity rate. The analogy to intercourse becomes use- 
ful again in providing criteria which are valid for judging the emo- 
tional success of both experiences. Childbirth should be recalled 
as an enjoyable experience, and its repetition should not be feared, 
but desired. As in intercourse, the woman should be able to ex- 
perience the act, at first passively, and then by taking an active 
role, as demonstrated by involuntary pelvic movements and vagi- 
nal muscle contractions, with increased respiration accompanied 
by involuntary sounds and loss of consciousness as the climax is 
approached. Following the delivery, the woman should feel calm 
and ecstatic, free of tensions, and should feel tenderness and love 
for her child. A refreshing sleep should follow. As in intercourse 
the ideal may not be attained, and the expression on some of these 
various natural phenomena may be inhibited. 

One of the essential differences between the phenomena is that 
the stimulation experienced during childbirth is of longer dura- 
tion and of greater intensity than that during intercourse. Be- 
cause of this increased emotional pressure, proper management 
may enable the woman to break through various barriers to a more 
natural behavior. The lessons she learns in her response toward 
the more intense stimulation coming from her genitalia, carry over 
to similar experience in intercourse. Success may lead to further 
success. Based on the foregoing, the following questions naturally 
present themselves. 

Can the intercourse pattern act as a guide as to what to expect 
during delivery? Will an emotionally successful delivery act as a 
therapeutic experience? Will it enable the woman to get increased 
sexual satisfaction from her future intercourse? Vice versa, will 
a difficult, painful labor affect the future sexual life of the woman 
deleteriously? Sexual frigidity is a very complicated problem and 
it would be an exaggerated expectation to think that pregnancy 
and a satisfactory labor are the final answers. However, it is a 
fact that some women claim an increase in sexual enjoyment fol- 
lowing pregnancy. This should lead to further study of the rela- 
tionship between the two. It will probably be found that indi- 
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vidual circumstances are crucial. Perhaps it will be found that 
distinct personality types correlate with distinct behavior types 
during labor. Based on this, the suggestion can be made that pre- 
disposition to constipation on a psychosomatic basis in certain 
character types may also indicate predisposition to difficulty in ex- 
pulsion of a child. This suggestion could be easily tested by sta- 
tistics correlating constipation and diarrhea, in obstetrical pa- 
tients’ histories, to their labor behavior. Only further careful 
observation can establish the hypothesis. 

In closing, statistics cited by Thoms in his article on the 
Grantly Dick Read technique may be mentioned to demonstrate 
that while only one case is cited in the present article, the basic 
approach is a reliable one. In a volunteer group of 48 patients, 
89.5 per cent were classified as excellent or good, and in a non- 
volunteer group of 156 patients, 80.7 per cent fell into the excellent 
or good category. Labor was classified as excellent, when the pa- 
tient did not ask for, or appear to need anesthesia or analgesia. 
Labor was classified as good, if the patient had at some time dur- 
ing the labor, a single dose of an analgesic, and if nitrous oxide 
was used with contractions at the end of the second stage. The pa- 
tients were fully conscious at delivery. 

To quote Dr. Thoms, “The advantages of natural childbirth are 
the following: 1. Most of the labors are the spontaneous type. Be- 
eause of this, haemorrhage damage to maternal soft parts, and 
foetal morbidity and mortality have a low incidence. 2. Certain 
risks attendant to the use of anaesthetics are avoided. 3. The psy- 
chological advantage to the patient is very real and an immediate 
and close bond is established between the mother and her baby 
which can have a deep and lasting effect. The technique deserves 


study to the end, that it may become a part of every antenatal pro- 
gramme.” 


SUMMARY 


The technique of the psychological management of childbirth has 
been expounded by means of a case history. Statistics cited by 
Dr. Thoms in his article on the Grantly Dick Read technique are 
mentioned to show that, while only one case history is cited in this 
article, the basic approach is a reliable one. 
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1. The mental hygiene aspects of natural childbirth in respect 
to the mother-child relationship and the future sexual satisfaction 
of the mother have been discussed. 

2. The technique is recommended as a valuable addition to the 
obstetrical armamentarium, with the proviso that the physician 
gain more insight than is usually possessed into the psychological 
factors involved in pregnancy and delivery. 

3. The individuality of each patient’s problems and the con- 
sequent necessary flexibility in their management have been em- 
phasized. 


Suite 210-211 
744 Ouellette Avenue 
Windsor, Ontario 
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PSYCHODYNAMIC MOTIVATIONAL FACTORS IN SUICIDE 


BY HERBERT HENDIN, M. D. 


Theories with regard to suicide, as in any other problem in psy- 
chiatry, are invoked to explain demonstrable clinical phenomena. 
When there is disagreement, as there has been on the question of 
suicide, as to the clinical phenomena, the resultant theories are 
bound to be contradictory. It was hence felt necessary in the first 
presentation of material based on 100 cases of attempted suicide, 
which were studied by the writer at Bellevue Psychiatric Hos- 
pital,* New York City, (Hendin 1950), to deal primarily with such 
clinical problems as the intensity and duration of depression and 
the degree of suicidal intent in the different groups of psychiatric 
patients who attempt suicide. Quantitative scales were set up to 
help evaluate these factors. However, the technique or results in- 
volved in this phase of the study will not be reiterated here, except 
insofar as they are essential to the present discussion. 

It is the writer’s intention at present to correlate dynamic moti- 
vational factors in suicidal patients with these clinical phenomena, 
with an aim toward comprehending different motivational groups. 
This attempt is based on a more detailed analysis of the afore- 
mentioned 100 cases and also upon further cases of attempted sui- 
cide, seen subsequently with a view to checking tentative con- 
clusions. 

It was in 1936 that Zilboorg wrote concerning the need for a dif- 
ferential diagnosis with regard to suicide. Implicit in his view, 
was a recognition that varying dynamic motivational factors were 
etiological among suicidal patients. Hence unitary explanations 
attempting to cover all patients who attempt suicide are usually 
sterile and have little clinical application. As Zilboorg said con- 
cerning one such formulation of suicide as the triumph of the death 
instincts over the life instincts—it is no more than merely another 
way of stating that man does kill himself. 

However, on the more positive side, the concept of a differential 
diagnosis suggests that even if all suicidal patients cannot be un- 
derstood as one, there are, nevertheless, similar dynamic motiva- 
tional factors uniting some of the patients, and distinguishing them 

*The writer wishes to express his appreciation to Dr. Morris Herman, professor of 


psychiatry at New York University-Bellevue Medical Center, for his helpful suggestions 
with regard to this article. 
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from other groupings. This conception has appeared to the pres- 
ent author to be the necessary springboard for research into the 
problem of suicide. 

With this in mind, one may now take up in turn the dynamic- 
motivational factors, considering only those factors where there 
are sufficient patients to make distinct groupings. 


SPITE AND THE Desire TO Force AFFECTION 


These two factors are grouped together because they are usually 
seen as co-existent and complementary motivations. At times, one 
may be dominant, but evidence of the other will be present. The 
most striking feature to note here is that where the desire both to 
spite and to force affection is the dominant motivation, the degree 
of suicidal intent is invariably minimal. 

With adults where the suicide attempt is part of a “lover’s quar- 
rel,” these motivational forces are uniformly exhibited. The al- 
most classical example is that of the girl who during such a quar- 
rel swallows some iodine in the presence of her boyfriend. These 
patients are usually classified in the reactive depression group, 
since their other general behavior is not characterized by sufficient 
anxiety, with resultant symptoms or inhibitions in activity, for 
them to be termed neurotic. Even with the clear-cut neurotics 
who attempt suicide with the desire to spite or to force affection 
as motivational factors, the intent is usually much lower than in 
neurotic groups to be discussed later, where other etiological fac- 
tors are responsible. 

In this reactive depression group, the most characteristic fea- 
ture is emotional immaturity. It is interesting to note in this re- 
gard that Bender and Schilder, in their studies of children with 
suicidal preoccupations, were impressed with the significance of 
the desire to punish the parent (spite) and at the same time the 
desire to force affection. In addition, they didn’t believe that chil- 
dren ever have a very great “wish to die.” 

Patients with character disorders also exhibited spite and the 
desire to force affection as primary motivations in their suicidal 
attempts. As mentioned in the writer’s original paper, these at- 
tempts were usually initiated under the influence of aleohol and 
were also characterized by a low degree of intent. From 
a psychodynamic point of view, the essential narcissism of these 
patients and their inability to form strong object attachments 
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seems to “protect” them from suicidal attempts with a high degree 
of intent. This inability to form strong object attachments will 
be seen to be in marked contrast to the neurotic patients who at- 
tempt suicide. 


Loss or Lovep OssEcT 


A majority of the neurotic patients examined attempted suicide 
after the breaking of strong love-object attachments. In these pa- 
tients, their own neurotic behavior contributed to a great extent 
to the termination of these relationships. However, they then had 
great need to establish other similar relationships and, when they 
were unable to do so, serious suicide attempts resulted in from six 
months to three years. 

In some cases, the patients were passive figures during their love 
relationships; and, in others, they played more active roles. In 
all these cases, a great part of the patient’s problems was cen- 
tered in difficulties involving the expression of aggression. These 
aggressive drives and needs found some satisfaction in the object 
relationship. With the termination of a relationship and, after 
the unsuccessful attempt to establish a similar one, what was then 
seen has been psychodynamically conceived of as a “turning back 
on the self” of impulses involved in the object relationships. 


Horney has written of neuroties who, failing in their attempt to 
secure affection, react by withdrawal or substitution of other grati- 
fications. However, to the neurotic who attempts suicide neither 
withdrawal nor substitution is sufficient after an intense love rela- 
tionship, often over a relatively long period, particularly since the 
relationship permitted expression of his or her neurotic needs. 


The contrast here between this group and the groups having 
spite or the desire to force love as motivations is evident. Pa- 
tients with reactive depressions were involved in love relation- 
ships and were using attempts at suicide to achieve their ends. 
Those with character disorders were also using suicidal attempts 
to manipulate their environment, but, with them, strong object at- 
tachments had never been formed. The key to the neurotie group 
is the breaking of strong object attachment, and eventually a kind 
of abandonment of hope, with regard to finding a love-object outlet 
for neurotic drives and needs. 

There was one other group in which the loss of a loved object 
played a prominent role. It was necessary to take them up in the 
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original paper, since they did not fit well into any clinical diagnos- 
tie category and since the group was large enough and with rela- 
tively high intent enough to demand mention. These were patients 
in their 50’s who can best be described by the terms “passive” and 
“dependent.” All of them had lost within the past few years the 
person depended upon—mother, wife, husband or sister. They 
usually struggled along for a year or more, making unsatisfactory 
adjustments until their suicidal attempts, which often came in re- 
sponse to relatively small situational disturbances. It appeared 
as if the person depended upon had become a sort of necessary ego 
extension—without whom satisfaction of needs was impossible. 

Some of these passive dependent patients had developed involu- 
tional psychoses. With the involutional psychotic patients, there 
was usually a gradual and diffuse withdrawal of libidinal invest- 
ment from all object attachments. These patients made no at- 
tempt to form new attachments, and they then exhibited destruc- 
tive impulses that were both internally and externally directed. 
Guilt feelings, together with loss of the loved object, combined to 
play a role in the involutional depression group. However, there 
were only a few patients of this type, and they will, therefore, not 
be discussed further. 

YUILT 

In many of the schizophrenic suicidal patients the factor of guilt 
was most outstanding. These were also patients who had clini- 
cally the greatest degree of depression. In these patients, at the 
very surface, there was evidence of incestuous longing. However, 
the guilt which the patient related to the suicide attempt was most 
often bound up with reactions to perverse sexual behavior. These 
patients exhibited overt hostility to parental figures. 

Sometimes this guilt would be expressed in a delusion of punish- 
ment, as in the ease of a patient whose imaginary syphilis was de- 
stroying his body. Even more often, the guilt was projected into 
a hallucination, and the patient would state the suicidal attempt 
was in response to voices that reproached him for sexual trans- 
gressions. 

Other schizophrenic patients stated that their attempts were due 
to the fact that “they weren’t getting any place in life.” These pa- 
tients were resistant to dealing with any dynamic motivational fae- 
tors and were not pressed to do so. Here, too, definite feelings of 
parental rejection and hostility toward the parents were present. 
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DIscusSsION 


In Freud’s first consideration of suicide, he stressed the mechan- 
ism of identification and incorporation of an abandoned love- 
object, with the ego launching on itself the animosity related to the 
object. In the writer’s cases, where the loss of a loved object 
played a prominent role, he was dealing primarily with neurotic 
patients. Clinical depression of any great extent was often absent 
here despite a high degree of suicidal intent. These patients had 
problems connected with expressing aggression that antedated the 
object relationships involved in their acts. Their object attach- 
ments were, thus, neurotic solutions or outlets. With the termina- 
tion of the relationships, there was evidence of diffuse expression 
of this aggression; and, with the consequent inability to establish 
satisfactory substitutes, the aggression became self-directed. The 
very inability to establish desired relationships seems responsible 
for further self-directed hostility of a punitive nature. 

To put it somewhat differently, there was ever present with 
each of these suicidal neuroties the need to relate in a particular 
way to an external object—a need connected with a previous ob- 
ject attachment. Their own egos cannot substitute for these ob- 
ject attachments. In the character disorders, where intent is mini- 
mal, the fact that strong object relationships have not been made 
is, in a sense, a protecting factor. Gratifications which can be 
more narcissistically achieved are important to this group. The 
occasional character disorder where suicidal intent was more than 
minimal exhibited features indicative of early schizophrenia. 

The foregoing considerations may help us in understanding 
some of the other factors influencing suicide. Age was considered 
in a previous paper as a factor lowering the threshold with regard 
to suicide. Certainly, with age, there is more fixation in the pat- 
terns of human behavior and less ability to react to object loss 
with adaptive behavior. This probably contributes to explaining 
the existence of the passive dependent group of patients in their 
50’s, who make suicide attempts with high intent within one to 
three years after losing the object depended upon. One of the 
characteristic things about these passive dependent patients was 
their almost exclusive concern with the person depended upon. 
They showed minimal interest in their jobs or in social activities. 
These activities may serve as essential substitute outlets in pa- 
tients with similar dynamics who do not attempt suicide. 
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With regard to the somewhat speculative question of a death 
instinet, the writer would only like to say that it does not appear 
to be a necessary concept for understanding the problem of suicide. 
The importance of object attachments and the relationship be- 
tween the degree of suicidal intent and the strength of these at- 
tachments suggest that we are dealing with a quantitative weaken- 
ing of what may be considered “life instincts” rather than with the 
operation of a qualitatively different “death instinct.” 

It should also be added that the author does not regard this typ- 
ing as final or complete. Certainly further groupings remain to be 
described, particularly as emphasis is put on early developmental 
experiences, with an aim toward seeing if specific predisposing 
factors for the various suicidal groups can be established. 


SUMMARY 


An attempt has been made to group suicidal patients on the basis 
of similarities in clinical and psychodynamic findings. The main 
groupings described were: 

1. Those with spite or desire to force love as a dominant mo- 
tive. (a) The reactive depression group—primarily lovers’ quar- 
rels with low suicidal intent; (b) The character disorder group, 
with minimal intent and an attempt to manipulate the environment. 

2. Loss of loved object. (a) The neurotic group unsuccessfully 
seeking re-establishment of necessary object attachment; (b) The 
passive dependent, elderly group. 

3. Guilt. (a) Predominantly the schizophrenic group. 

A discussion of the findings in relationship to general concepts 
concerning suicide has been presented. 


200 West 16th Street 
New York 11, N. Y. 
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PSYCHICAL DISORDERS AMONG INMATES OF CONCENTRATION 
CAMPS AND REPATRIATES 


BY J. TAS, M. D. 


This paper reports impressions and personal recollections of 
work as a psychiatrist in a Nazi concentration camp. It is neces- 
sary, first, to give some details about the nature of the camp, for 
despite many things in common, there were also great disparities 
between the different camps. 

After I had been held for a time in Westerbork—a concentration 
camp in Holland whence prisoners were sent to various other 
camps in Germany and Poland—I was removed to Bergen-Belsen 
in March 1944, and it is mainly about the latter that I am going to 
report. I was in a Jewish section of Bergen-Belsen, a so-called 
privileged section because the occupants were meant to be ex- 
changed for Germans in the allied countries. They were qualified 
for this exchange by the possession of certain documents, such as 
Palestine visas or South American passports. 

For this reason, we were treated a trifle better than the prison- 
ers on the other side of the barbed wire. Members of families were 
not separated, we were allowed to keep our blankets and our 
clothes, and it was officially forbidden to beat or maltreat us, so 
that this kind of abuse occurred only on a limited seale. In spite 
of these privileges, 70 per cent of our group of approximately 3,000 
persons succumbed in rather more than a year to exhaustion and 
starvation, in combination with hard labor and a pandemic dysen- 
tery. Therefore, it may be said that we had to endure about the 
same hardships as people in the non-privileged sections (where in 
some barracks 100 per cent died within a few weeks), only the 
course of events with us was a slower one. One could consider 
our section as being like a slow-motion picture, compared to the 
other parts of the camp—a difference in pace which not only saved 
some lives, but also created the possibility that somewhat differ- 
entiated psychical reactions and processes might arise to be 
studied, a development which was impossible in the other sections 
because of the rapid mass mortality and the unimaginable horror 
of events. Moreover, it became possible for our group to have at 
least something which might be given the name of a medical staff 
and a hospital, and possible for the author to work as a psychi- 
atrist. 


ocT.—1951—J 
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To give some idea of the circumstances under which we had to 
live, I shall—as so many revelations have been published concern- 
ing the camps—limit myself to mentioning only a few points. We 
had a 12-hour working day; a person was allowed to report sick 
only with a temperature of 100.5° F. or over and even then was 
not always exempted from work. We slept on bunks consisting of 
three tiers, a matter which was at first more or less bearable; but 
afterward there were more and more persons assigned to each 
barrack, so that everyone had to share his sleeping place. The 
bunks were so close together that the greater part of a barrack 
was pitch dark even in broad daylight. The washing accommoda- 
tions grew more limited—in some wash rooms there were such 
heaps of feces that one could hardly go there; almost everyone suf- 
fered from diarrhea, so that the filth in the barracks also became 
beyond description. The louse plague increased to such an extent 
that many gave up the fight against it. Malnutrition and near- 
starvation were such that most of us, when liberated, could not 
have lasted a month longer. The death rate on account of exhaus- 
tion, diarrhea, ete., rose continually, and during the last months 
there were many victims of spotted fever. 

First, the writer wants to report about the children and adoles- 
cents, as the camp was one of those in Germany where family mem- 
bers were not separated and the chifdren were not instantly gassed. 
This fact allowed observation of the influence of the camp on chil- 
dren and on family life, something which was not possible else- 
where. It was striking how soon a great many of the children be- 
gan to behave psychopathically, as had already been the case in 
Westerbork, where conditions had not been nearly so bad. In a 
few months, some children of model families could no longer be 
distinguished from the most wayward youth of the big cities. 
There was a process of de-socialization on a large scale. And this 
happened in a period when most families were still together, or at 
least when both parents were still in the camp. But the family ties 
had greatly weakened, as in most cases both parents had to work 
all day long and were absent from their living quarters. Some 
mothers with children under the age of three were excused from 
work; children under 14 were also excused. School teaching (which 
had been allowed in Westerbork) was prohibited and had to be 
done secretly. It was equally impossible to divert the young peo- 
ple by way of sport. All day long, the children roamed through 
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the barracks and over the grounds, and they became more and 
more wanton. 

The very interesting phenomenon of the formation of gangs with 
elected leaders occurred. The adults were no longer obeyed; and, 
in particular, youngsters in their pubertal and pre-pubertal pe- 
riods became irritable and siarted to seold at the slightest excuse. 
In confidential talks, they complained constantly about the grown- 
up people, who knew nothing but to order them about and had no 
patience with them; and in this, they were mostly right. General 
irritability caused by hunger, exhaustion and fear, reigned in the 
camp, and this, only too often, found an outlet in an impatient atti- 
tude toward youth. There was a clear-cut division in feelings be- 
tween the communities of the adults and the youngsters. 

Apart from the foregoing factors, another cause of rapid de- 
socialization was the decreased authority of parents and leaders. 
There were Jewish leaders, but it was a well-known fact that these 
were completely dependent on the Germans. Of course the latter 
were being obeyed—and therefore our own Jewish people less and 
less. Youth had plenty of opportunity to see how the Germans 
treated their parents and the other adults, and this was another 
reason for the decline in authority. Often we were at a loss as to 
how to solve this problem. Our leaders succeeded in obtaining ex- 
emption from work for a few persons who were then available to 
look after the younger children, but soon exhaustion grew to such 
an extent that this measure was no longer very effective. 

We attempted to help the older boys by what we called a “men- 
tor” system: We tried to find suitable persons who would each 
take two or three boys under personal protection and would keep 
them busy as much as possible. As most of the men had to work, 
we selected these mentors principally from the “diamond branch.” 
These workers had a privileged position because the Germans 
planned after the war—which, of course, they would win—to es- 
tablish a diamond industry in Germany. Therefore, they had al- 
ready exempted all workmen and dealers in the diamond business 
in Amsterdam from the worst persecutions. They also tried to 
start a diamond industry in this very camp; but, after some time, 
the diamond people, who had properly sabotaged these German 
endeavors, were all removed to a “Vernichtungslager” (annihila- 
tion camp) whence only two of them later returned. So all the 
men who, until then, had had some spare time which we were able 
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to utilize for supervising the young people were gone, and we were 
in the same position as before. 

The further case material of the children showed instances of 
special irritability, fits of rage and aggressiveness, phobias and 
nocturnal anxiety, bread robbery and frequent instances of enure- 
sis. Among others, I remember a phobia in a five-year-old boy, 
who awakened from his sleep screaming, having dreamed that the 
Germans had opened the gates of the camp and let in all kinds of 
big animals, elephants, giraffes, ete. In these infantile animal 
phobias we know that the animals usually symbolize the parents. 
It is very understandable that in this case, two sources of anxiety, 
the parents and the Germans, were linked together. In a few inter- 
views the little boy was cured, surely because the anxiety was neu- 
tralized by the positive father-transference which had developed. 

We did what we could to protect the young bread thieves from 
severe punishment by keeping them under surveillance and by 
treating them, but one will understand how difficult it was to pre- 
vent relapses under circumstances of ever-increasing starvation. 

In the overcrowded barracks, enuresis was a real problem. 
Treatment was often hindered by protests from surrounding oceu- 
pants of the barracks, who insisted on rigorous action being taken 
by the parents. 

Under the circumstances we had to restrict ourselves to treat- 
ment of necessarily short duration—still more superficial than 
that which was called “short-cut” treatment in normal times. How- 
ever it soon appeared that, in the most varied disorders, positive 
results could be obtained by these brief treatments. In enuresis, 
the most satisfactory results were obtained in those cases which 
had begun or relapsed at a somewhat later age than usual, under 
the influence of emotional factors, such as the deportation of rela- 
tives or removal to the camp. In these cases, we strove for activa- 
tion and abreaction of the patients’ anxiety. Other cases of enu- 
resis were very responsive to suggestive therapy. 


In other disorders, it was possible to obtain favorable results by 
advising the parents, as in the case of a six-year-old boy, whose 
parents did not have sufficient realization that they were in a camp. 
They demanded as much of the child in the way of tidiness and 
neatness as if they were still at home, and continually cavilled at 
him, which of course aggravated the child’s attitude of protest. 
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So much for the children and adolescents. Their treatment was 
committed to my charge and that of the well-known psychoanalyst, 
Karl Landauer (formerly of Frankfort and Amsterdam) who 
succumbed some months before the liberation. On the whole, it 
ean be said that most cases were very responsive to psychotherapy, 
which was certainly helped by the fact that it was greatly appre- 
ciated by the children that an adult gave his time and was kind to 
them, for, as we have seen, the young people were not much spoiled 
in this respect! 


* 5 * 


It certainly is of theoretical psychiatric interest to investigate 
the connection between neurotic and mental disturbances and the 
environment of a concentration camp. But if we take up this ques- 
tion, we should not forget that, because of the circumstances, the 
material could not be studied satisfactorily. There was little time 
available and there was a limit to personal endurance. It was 
nearly impossible to take down notes, and most of the time had to 
be occupied in treatment, leaving little opportunity for complete 
psychiatric examination. Thorough neurological, internal and lab- 
oratory examinations, ete., were impossible. Moreover, we had no 
confirmation that all cases were reported: Only the worst cases 
came to me. There must also certainly have been a good many 
people who did not know that there was a psychiatrist available or 
who had no high expectations from psychiatric help, as this could 
not appease their hunger or ameliorate the general circumstances. 
So the lack of any reliable statistical data is another reason why I 
can give only some impressions and general observations. 

It was remarkable that a large number of persons who in normal 
life had shown nervous or psychical disorders, had no complaints 
at allin the camp. In this respect, I may mention cases of anxiety, 
compulsion neuroses and light depressive states. From all these 
categories, I observed people I had known in my Amsterdam prac- 
tice or who talked to me of the troubles they had had previous to 
their deportations and who then stated that never in their lives 
had they suffered less. In some cases, they had no more trouble 
at all. It is difficult to give an explanation of this phenomenon; of 
course it would not be the same for the different cases. As regards 
the patients suffering from anxiety, one might think that anxiety 
had become canalized through the actual causes of terror, which 
of course were abundant. Realistic anxiety in these cases took the 
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place of neurotic anxiety. The improvement of patients with de- 
pressive symptoms might be explained by the fact that their need 
for punishment had been gratified through the frightful cireum- 
stances, just as a depressive state may often improve when an 
organic disease develops. 

Other neurotic symptoms, which had been maintained by their 
connections with previous personal environments and lives of the 
patients, often lost their meanings and importance. 

In some instances, it was possible to follow up such a case after 
the war, thus obtaining more insight into these paradoxical reac- 
tions. Groen, an Amsterdam internist and psychosomatologist, 
saw, after the war, a patient whom he had treated before the war 
for ulcerative colitis, and who also had survived Bergen-Belsen. 
In the camp, where almost everybody suffered extremely from dys- 
entery, this patient merely had diarrhea from time to time, but 
never blood or mucus in his feces. He even asserted that he had less 
trouble from his intestines than the others. Back in Amsterdam, 
he relapsed into his ulcerative colitis. Further particulars may 
explain this phenomenon. The patient was strongly fixated on his 
mother, and was very unhappily married to a woman who was too 
masculine and robust for him. He missed, in her, all maternal feel- 
ing and love. However, the patient stated that, in the camp: “My 
wife was a regular angel to me; she was afraid that I would not 
survive the camp. She worked in the kitchen, saved some food for 
me, in a word our marital harmony had never been so good 
before.”* 

The tension felt by everyone and the dominating desire to sur- 
vive, created a new psychic organization, which prevented the ap- 
pearance of various symptoms. 

On the other hand, some very serious neurotic disorders were 
not in the least affected by the circumstances. As a striking ex- 
ample, I remember a young woman with a very serious compulsion 
neurosis (fear of soiling herself, fear of contact, compulsive wash- 
ing, ete.) who daily perpetuated an elaborate obsessive ceremonial, 
even in the camp. One day she asked me in all earnestness if I 
could obtain permission for her to wear gloves during the very 
dirty work she had to do in the so-called shoe industry. One could 
not however expect a German Stabsarzt to have sufficient sympa- 


*Groen, J.: Psychogenesis and psychotherapy of ulcerative colitis. Psychosom. Med., 
9:151, 1947. 
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thy with a neurotic to allow this, so it was a request I did not trans- 
mit! The same patient, in the face of death, could not possibly 
take the food her parents left on their plates for her; but she did 
accept food left in the mess tins. She succumbed in a couple of 
weeks. Apparently, in this neurosis, the internal danger counted 
more than the outer. 

The psychoses, their appearance and course, were also influ- 
enced in the most varying ways. People who had shown psychotic 
troubles previously, remained without complaints in the camp, and 
others who never had been mentally ill before became psychotic. 
Two women whom I happened to know, as I had treated them in 
former years for serious psychoses of obviously reactive charac- 
ter which called for prolonged stays in mental hospitals, had no 
serious complaints throughout their time in the camp. A young 
woman, a severe case of circular psychosis, who before the war 
had to be committed several times, showed none of her former 
symptoms during her whole stay in the camp, notwithstanding the 
fact that in one of the camps she had lost her mother and remained 
the only survivor of her family. In the camp, she, like so many 
others, consulted me once for light depressive complaints which 
were perfectly explainable by the situation. A short time after 
her return to Holland, she had a severe attack of psychosis, which 
has been repeated several times. 

However there were also persons who had been psychotie previ- 
ously and who, in the camp, showed particularly serious courses. 
A woman of 45, with a depressive constitution, who had had sev- 
eral depressive phases in the course of her life, arrived in the 
camp in fairly good condition. But she soon got exhausted, and 
became extremely emaciated sooner than the others. This was 
without doubt due to the fact that, because of her inhibitions, she 
could not stand the labor and also because she did not eat even the 
very insufficient food we got. Her inhibitions increased, she re- 
mained on her straw, naked and covered with dirt, and died in a 
stuporous state. 

Another case showed how a serious psychotic condition persisted 
in the camp and was not in the least influenced in its form and 
content. A 40-year-old woman suffered from a delusion of jealousy 
of the paraphrenic type. The symptoms, which had been constant 
and which had even been dissimulated for several years, showed a 
great increase after a few months in the camp. Her husband was 
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also in the camp. The delusional formation started from events 
of earlier years and had no connection whatsoever with women 
who were in the camp and who worked with her husband. 

On the other hand, several cases of reactive psychoses occurred 
in persons who, before, had never been mentally disturbed. The 
most serious case of this kind occurred in a 40-year-old woman in 
connection with a specific trauma, which resulted from the follow- 
ing events. On rare occasions, a certain number of the camp in- 
habitants were transported from Bergen-Belsen to be exchanged 
for German prisoners in an allied country. Of course this meant 
a deliverance, and everybody anxiously awaited his turn. The pa- 
tient in question appeared on the list of a transport; but, as the 
number had to be reduced, she was among the ones to be 
“seratched.” She reacted with a violent state of excitement and 
an impulse to vehement talking, the contents of her speech being 
principally of religious character (she was of orthodox Jewish 
origin). Her excitement and talking lasted several weeks; and, as 
she kept all the seriously ill and dying in the ward awake, she had 
to be treated with the few ampules of somnifenum I possessed. 

Besides this, I observed several less serious reactive psychoses, 
which were wholly determined by circumstances, and the contents 
of which were completely understandable by reference to events. 
These also occurred in persons who, as far as could be ascertained, 
never had shown any mental troubles previously. 

Depressive moods often occurred in persons who until then 
never had shown any sign of depressive dispositions. This can 
easily be explained by exhaustion, frightful circumstances and om- 
inous expectations for the future. It proved to be of the utmost 
importance to fight these moods and the discouragement connected 
therewith, for these cases almost certainly ended with death, al- 
though the depressive symptoms, as such, were often not very 
grave and certainly would not have been very alarming in normal 
times. In the camp, however, such a state was ominous because, if 
people became so discouraged that they gave up trying with all 
their might to eat as well as possible, and to take as good care of 
themselves as the conditions permitted, the results were fatal. The 
fact that many “optimists”* were vanquished by such cireum- 


*A frequent type among the deported; these were persons who always tried to keep 
merry, who took everything lightheartedly and who predicted for months and months 
that the end of the war would be next week. They apparently tried by this means to 
ward off the terrible reality. 
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stances in no way changes the picture. This was clearly illus- 
trated in the autum of 1944, when the heightened expectations that 
the war would end soon were disappointed—especially at the time 
of the German offensive in the Ardennes. Then the Germans, who 
for a few months previously had been a little less atrocious and 
even polite toward us (especially the Stabsarzt toward his Jewish 
colleagues) in sight of approaching Nazi defeat, started to ride 
the high horse again, causing a wave of discouragement to pass 
through the camp. I clearly remember a few persons who were 
not in particularly bad condition, but who then became apathetic, 
lay down and died. [Even some months after this period, when 
hope had revived in the camp, there were some people who became 
discouraged and who did not even take the little food they got. 
It was very remarkable how in these cases psychotherapy—mostly 
of a very primitive kind—proved able to play an extremely im- 
portant role; the effect was often astonishing and, under the cir- 
cumstances, life-saving. As a matter of fact, the results of these 
few months surpassed everything I had been able to accomplish 
in years of peace. 

The influence of psychotherapy under the circumstances also 
became evident in some conflict situations, which were wholly de- 
termined by the environment and the special problems involved. 
It often happened that mothers saved bread from their own ra- 
tions for their children. A 19-year-old boy—naturally adolescents 
and children in the growing age suffered most of all from hunger 
—could not force himself to refuse the bread his mother gave him. 
This caused a serious conflict of conscience, as a result of which 
the boy became emotionally disturbed and apathetic, a condition 
which was—as already mentioned—very serious in the camp. 
There were other exactly similar cases, which could be relieved by 
some short interviews. 

In connection with this, some words about the frequency of sui- 
. cide are in order. I observed only four suicide attempts, three of 
the victims of which were saved only with great effort. This 
seems a low number in a group of approximately 3,000 persons liv- 
ing under such terrifying circumstances. However, in my opinion 
this can be explained by the fact that if, under these conditions, 
somebody had no desire to continue life, no active deed of self- 
murder was necessary; the only thing one had to do was, as ex- 
plained before, to give up the grim struggle for life; i. e., the strug- 
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gle to do everything possible to obtain food and keep up one’s 
spirits. If one did give this up, then death came by itself. 

Although there were not many disturbing or dangerous patients, 
the care of those few caused the greatest difficulties. There were 
no trained nurses, the ad hoc trained aides were not much good on 
account of exhaustion, and I had only a few ampules of somni- 
fenum and scopolamine at my disposal; and these had to be re- 
served for the worst emergency cases. In the hospital ward, some 
patients behaved unbearably on account of persistent unrest. For 
a time we considered putting them all together in a part of an 
abandoned hut, but, in the end, we did not dare to do so, for fear 
the Germans might apply the same method to them that they al- 
ways used with mental patients—that is, send them to the gas 
chambers. We had not forgotten how in Holland they had loaded 
the whole population of the Jewish asylum—over 600 patients— 
into a train which carried them to Auschwitz. So we had to con- 
tinue nursing disturbing patients in the general ward. 


od * * 


Finally, some words about the mental condition of the repatri- 


ated. Here we must, among other things, take into consideration 
the fact that not all camps were alike. Some of them—for instance 
the camps in Indonesia—were, judging by the death rate, not quite 
so bad as the camps from which the present report originated. All 
camps, though, had certain factors in common, which were an enor- 
mous burden on the psychic powers of resistance: prolonged sep- 
aration from home and relatives, treatment which gave the victim 
the feeling that he was not considered a human being, hard labor, 
appalling conditions of hygiene, exhaustion as a consequence of 
hunger and illness, death and agony all around, perpetual menace 
to mere existence, uncertainty about the future, and a good many 
more matters. On the other hand there were camps where the de- 
gree of horror was worse than was general. One can imagine 
what a stay in a Vernichtungslager meant or in one of those camps 
where maltreatment and torture were daily events, or in a Jewish 
deportation camp, where one saw the gas room in action every day 
and was aware of the almost certain chance of becoming another 
victim some day. These are sufficient reasons to enable one to es- 
timate the psychic burdens of a concentration camp, although of a 
rather different character, to be not less than those of war. 
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However there were some factors which constituted a great dif- 
ference between the fate of those who had to endure a camp and 
those who were in the war, factors which certainly have influenced 
the mental state of the survivors in different ways. The disorders 
resulting from war generally can be ascribed to the effect of some 
defined and very terrifying event or period of anxiety. Also, in 
military life, there are always many recreations and periods of 
pleasure. On the other hand, people in the camps were exposed 
without any relief to the longer-lasting and more continuous influ- 
ences of the terrible character described. In my opinion there was 
one difference of paramount importance which must be considered. 
In war, abreaction of tension and aggressiveness was possible to a 
high degree by action and combat, whereas such abreaction was 
utterly impossible in a German concentration camp. Everybody 
knew that even the slightest disobedience would be crushed by the 
most inhuman revenge and that, moreover, the whole community 
would be brought into danger. 


Such a situation leads undoubtedly to an immense accumulation 
and bottling up of sentiments of anxiety, rage and aggressiveness, 
which not only must have been the cause of many disturbances but 


which also defined the character of these disorders, at the same 
time retarding their coming to light and hampering their treat- 
ment. As these sentiments had to be suppressed and encapsulated 
from the very beginning, it was even more difficult than usual for 
the psychotherapist to liberate them. This factor of suppressed 
and encapsulated aggressiveness, and the frequent ensuing repres- 
sion of every affect, certainly can often explain the phenomenon in 
which psychic disturbances arising from a stay in a camp fre- 
quently come to light only months or even years after the return 
home. It also happens that no conscious troubles may appear at 
all and that camp survivors may consider themselves perfectly 
healthy and are even proud of having surmounted such terrible 
events in such good condition, whereas in reality they cannot be 
considered to be in sound mental equilibrium. There are persons, 
of whom I know several examples, who returned from the camps 
where they had witnessed and endured the most terrifying events, 
who had lost everything and in some cases practically all their 
relatives, and who, moreover, started to live and work again in 
an apparently very good mood. However, they will not speak a 
single word about all that happened and even forbid others to 
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mention it. The enormous quantity of affect which must have de- 
veloped in these persons certainly continues to exist in an undimin- 
ished way, but remains encapsulated. As long as this repression 
of affect hc; not been undone and as long as a new integration 
of the whole personality on a base adapted to reality has not taken 
place, one must consider such persons as prone to serious psychic 
disturbance. 


ConcLUSION 


It appeared that children, even of model families, very soon 
showed symptoms of de-socialization in the concentration camp, 
as a result of the loosening of family ties, the absence of sufficient 
guidance and the undermining of the authority of the parents 
through the treatment the latter had to endure from the Germans. 

Many persons with neurotic or psychotic complaints or ante- 
cedents were remarkably well in the camp. Others with previous 
psychotic troubles soon perished. Other forms of neuroses and 
psychoses were not influenced in the least. 

Reactive states in persons without pathological antecedents oc- 
curred, but were rare. 


The frequency of self-murder was low on account of the fact 
that an active deed of self-murder under the circumstances was 
not necessary or was superfluous. 

Even light depressive states and discouragement directly en- 
dangered life. 


Children and adults were very responsive to psychotherapy. 


Disorders among repatriates often appear months or years after 
their return home. This might be ascribed to the fact that abreac- 
tion of tensions and aggressiveness was not possible in the camps, 
a fact which led to an immense accumulation and encapsulation 
of emotions. 


The author is aware of the fact that complete psychiatric exam- 
ination and observation were not possible, nor were statistical eval- 


uations, but he hopes that this communication may be of some 
value as a memory and an impression. 


Johannes Vermeerstraat 15 bov. 
Amsterdam 
Holland 





EDITORIAL COMMENT 


FROM THE MOURNERS’ BENCH 

Around a century ago, it was the custom for American essayists 
and country editors to look sourly at a somewhat less than perfect 
world, and then write mournful little pieces entitled “O Tempora! 
O Mores!” It is a title which has fallen into desuetude, with a 
more sophisticated century and a race of writers less vain of 
schoolday Latin attainment. Yet the nineteenth century’s mourn- 
ers for their degenerate days and customs would feel masochis- 
ticaly at home, if not with the traditional title, at least with the 
emotional content, of many of our present-day surveys of the un- 
pleasant aspects of the world we inhabit. And Marcus Tullius 
Cicero himself would feel perfectly attuned to the editorial pon- 
tificators of some of our leading newspapers. 

For others, Cassandra might well be a modern Berliner; and 
Jeremiah could hold forth with but minor change in context in 
today’s New York: “A noise shall come even to the ends of the 
earth . . . evil shall go forth from nation to nation, and a great 
whirlwind shall be raised up from the coasts of the earth. . 
And the slain . . . shall be at that day from one end of the earth 
even unto the other end of the earth; they shall not be lamented, 
neither gathered, nor buried; they shall be dung upon the ground.’”* 

The voice of Lucius Sergius Catalina has echoed in the Amer- 
ican Senate: Men are depraved, or foolish or evil, and destruction 
will come upon them. And the, warned-against but disregarded, 
enemy within the gates has destroyed many a nobler city than 
Troy, since the Achaeans “burnt the topless towers of {lium.” 
The noise which Jeremiah prophesied has gone even to the ends 
of the earth; evil has assuredly gone forth from nation to nation; 
the whirlwind has been raised above the coasts of Hiroshima; and 
the day may yet be at hand when the unburied dead shall be dung 
upon the ground from one end of the earth even unto the other. 

A random sampling of the wails from today’s mourners’ bench 
would concern folly; cynicism, hypocrisy, dishonesty, treachery 
and alliance with crime in city, state and national government; 
muddling and betrayal in international affairs; degeneracy of in- 

*Jeremiah 25:31, 32, 33. 
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dividual morals, neglect of individual responsibilities and loss of 
individual freedoms; and, finally, our general helplessness against 
the iron determination of a handful of tyrants to remake world 
society by violence or destroy it utterly by ruthless use of new and 
terrible weapons. We could name off-hand half a dozen of Amer- 
ica’s most widely-read observers and commentators, and consider- 
ably more than a handful of our most influential newspapers, who 
devote much space and tears to the plight we have gotten into 
through folly or wickedness, to the disaster which is certain (bar- 
ring a miracle), and to the fact that we worthless humans have 
brought this on ourselves, and thoroughly deserve it. 

One can cite this sort of thing, not with masochistic pleasure, or 
with intent to join in a premature dirge for the human race, but 
with precisely the contrary in mind—that is, realizing that the 
human race has characteristics about which nobody need rejoice, 
but noting with emphasis that it has survived in the past the 
identical evils with which it is threatened now, always excepting 
the increased deadliness of such modern scientific triumphs as the 
atom bomb. Therefore, we think it time that psychiatry take sober 
note, with some attempt to weigh the evil against the good, balance 
fear against hope, and meet despair and panic with courage and 
reason. 

As epidemiologists and public health engineers in the field of 
mental hygiene, psychiatrists must bear more than an ordinary 
share of responsibility for public understanding, courage and 
morale. We think there is no doubt of general lack of that full 
understanding on which courage and morale must be based; and we 
wonder if psychiatry has not been, and is not now, remiss. The 
basic resource of mankind is man. We think the stature of man- 
kind is greater and firmer than it is commonly held to be; we feel 
that man in general is certainly no worse—and very likely is bet- 
ter, in morals, behavior and feeling of responsibility for general 
welfare—than he ever has been; and that man’s prospects for sur- 
vival, progress and the betterment of future generations on this 
earth are, failing, of course, some monstrous misapplication of 
technology, better than they ever were. We think a more general 
appreciation of this would be good mental hygiene. 

To be sure, the measurement of man by moral standards is a 
function generally regarded as outside psychiatric responsibility. 
Psychiatry, as a branch of medicine, generally, though not always, 
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refrains scrupulously from passing moral judgments on the indi- 
vidual. The job of psychiatry here is to heal, to restore to health 
and healthy functioning in society, not to judge the emotionally 
and mentally ill. But if psychiatry does not treat or directly 
manipulate a patient’s individual morals, it still must take them 
most carefully into account, for psychiatric ills involve man’s 
super-ego—which some might call his moral nature—in conflict 
with his non-moral impulses or with the pressures exerted by so- 
ciety. And, in the process of aiding growth to emotional matur- 
ity, psychiatry, in seeking to modify the structures or the demands 
of super-egos which interfere with social functioning, necessarily 
affects these individual morals. 

We think that, in the field of mental hygiene as distinct from 
the field of therapy, psychiatry might contribute to the general 
welfare by remembering that man’s moral structure, as part of 
man, is, at least in part, within the psychiatric province. Ii is 
something with which psychiatry deals daily, and something on 
which psychiatry is entitled to pronounce a scientifie—though cer- 
tainly not a statistical—evaluation, in the light of psychiatric 
knowledge of the human past and the human present. We some- 
times seem too preoccupied with the primitive instincts and emo- 
tions to give due weight to intellect and conscience as the distinctly 
human attributes of man. 

We have no objective, scientific standards to measure the char- 
acteristics by which man is distinguished from beast and angel. 
But they are primarily those of intellect and conscience; and as 
specialists in treating their derangement, psychiatrists have some 
acquaintance with them. One. might well start here from the gen- 
eral assumption that there are worse things imaginable than the 
human race. We may take as tentative measures of human prog- 
ress, the comparative state of man and that of other living organ- 
isms, and the goals which man for ages past has set for himself— 
has expressed in philosophy and religion. For the first, one need 
not document the thesis that man exists in the greatest comfort, 
security and freedom of any living thing, except possibly his do- 
mestie, pet animals—whiose status also is a human achievement. 
For the second, one may tentatively measure man in the present 
against man in the past by today’s prevailing ideals of morality 
and ethics—or, if one prefers, by what are usually called Judaeo- 
Christian moral standards. These involve such things as respect 
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for others, responsibility of the individual toward society and 
toward other individuals, charity and tolerance, the endeavor to 
act toward others as we would have them act toward us. These 
are principles about which psychiatry as a science and our 
churches as religion almost wholly agree—and, although we do 
not intend to go into the encyclopedic aspects of this matter now, 
scientific as well as religious support can be advanced for their 
validity. 

If these basic points are accepted, we see no justification for dis- 
couragement and pessimism. When today’s Ciceros clamor shrilly 
about the deplorable state of today’s times and customs, they are 
not comparing today with yesterday but with the never-was land 
of the unattained standards and unrealized hopes of yesterday. 
It would be good, we think, if the standards we applied to our 
conduct were, instead of standards of never-attained ideals, stand- 
ards of reality. 

By standards of reality, there is not too good reason for despair. 
We know there are liars, thieves and wasters among human lead- 
ers, war profiteers and other traffickers in blood among the popu- 
lace, professional dealers in bad faith among the nations—preda- 
tors among peoples everywhere. We do not, for one instant, ex- 
cuse or condone a single example of this sort of thing, or minimize, 
in any single instance the importance or the difficulty of the task 
of raising, alike, the standards of private, public and international 
morality. But we do not think it good—and do not think it good 
mental hygiene—to misrepresent the past in order to prove to the 
present that our guilt and shame are incalculable and insurmount- 
able, that we are the unworthy and degenerate descendants of bet- 
ter forefathers, and that ou? base ideals and baser actions have 
brought about a reign of evil, in which there is no hope for men of 
good will but the oblivion which ends all depression. We think 
that is just what we are doing when we look at ancestors who 
wished to appear better and nobler than they were, through the 
eyes of children who, to enoble themselves, sought to depict their 
fathers as nobler still. 

Today’s raseality and villainy have their ancestry also. Modern 
civic criminality has still to surpass Boss Tweed. Occasional mod- 
ern attempts to prevent reapportionment of representation in ac- 
cord with changes in population have still to achieve the “Rotten 
Borough” system of electing parliaments of England of a century 
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and a half ago. The most corrupt modern governments no longer 
honor soldiers and statesmen for the successful lying, chicanery 
and hypocrisy which have distinguished western secular history 
since the days of the Roman republic. We no longer mound up 
piles of the inoffensive dead as monuments of military triumph; 
our rulers, unlike the ancients, no longer slay with their own 
hands, or chisel in stone proud records of murdered captives. 
There have been modern mass murders and massacres; but we 
have hanged their chief instigators and punished lesser partici- 
pants, while conscience has repudiated them all. And we do not 
think that modern morals should suffer by comparison with those 
of our progenitors; Jeremiah found the prophets of Jerusalem 
committing adultery and walking in lies, while every city of Judah 
had a false god, and there was a temple of Baal on every street of 
Jerusalem. 

This dissertation is not to suggest a summons to Sancho Panza 
and a tilt, in consequence, against every individual hypocrisy of 
the human race. But it is to suggest that when history is read 
with such hypocrisy as to throw our own times into undeserved 
ill-repute, this hypocrisy is one that we could readily dispense 
with. Doing something effective about his delusions of exagger- 
ated sins—whether by shock, surgery or psychotherapy—is a ne- 
cessity for the melancholiac’s recovery. Doing something effective 
about present beliefs that our society’s sins are unprecedented may 
be an important contribution to our society’s normal functioning. 

Modern man’s shortcomings are not to be sneered at or disre- 
garded. They are definite ills of the individual and of the body 
politic; and we should do something about them. But we see no 
more to be gained by painting them as worse than they are than 
is to be gained by telling the melancholiae that his conscience is 
not making him half despicable enough. Neither individual nor 
social redemption can be achieved without some minimum of self- 
respect ; the man or society who is convinced he is a worm will act 
like one. 

We think it would be good mental hygiene if—to cope with the 
present’s horrendous threats—iman were equipped with the self- 
respect and self-confidence—to which his present conduct and his- 
torie record entitle him. We doubt if man has invented a new 
folly or a new “sin” in the past 10,000 years. We doubt, in the 
light of modern education, modern communications, and the vigor 
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of modern science and religion, if man’s current follies and sins 
are any worse than his ancestors’ were; and we doubt, considering 
a general lessening of ignorance and superstition, if they are even 
as bad. At least modern man displays bad conscience about many 
things our ancestors would have accepted, if he does not shun them 
altogether. 

We think it is not mentally healthy for men to feel they are in- 
exorably bound for Sheol and that it serves them very well right. 
We do not believe we—any more than our ancestors—deserve de- 
struction, and we doubt if we face it. We question whether mod- 
ern despots are much worse than Attila or Genghis Kahn, or 
whether bacterial warfare is relatively much worse than cholera 
or the Black Death, or atomic warfare relatively much worse than 
the compound bow of the conquering Mongols, the longbow which 
dethroned chivalry at Crécy and Poitiers, or the gunpowder which 
overthrew empires in Mexico and Peru. Man survived these past 
vicissitudes and many more; and we think his chances of surviv- 
ing those of the present might be much worse than they are. We 
think they might be much better than they are if men would do 
less worrying about not being angels, and, while not ignoring the 
less admirable human characteristics, concentrate their efforts 
toward increasing such strengths as man possesses. We agree, in 
this world-wide social situation, with those psychiatrists who, in 
individual treatment direct their aims toward strengthening the 
still-intact and normal parts of their patients’ personalities; and 
we think psychiatrists, as engineers of the mental hygiene pro- 
gram, might well devote some effort toward that social end. 

However evil our era and deplorable our customs, we have a 
magnificent human heritage of mind and conscience; and we think 
it will help us all to recognize it. 
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WHEN DO WE EAT? 

“Treatment of every obese individual, young or old,” say Drs. 
Arthur P. Burdon and Louis Paul, in a review of the literature on 
obesity in this issue of Tue Psycuiarric QuarTERLY, “must be psy- 
chiatric to be most successful.” This is a pertinent comment, one 
may think, on an important problem in psychosomatic medicine, as 
well as an important topic in mental hygiene. 

As we all know, the recognition of emotional etiology in somatic 
disease has gained ground slowly but steadily despite last-ditch, 
obstinate opposition. One can recall “Ole Doe Brady,” medical ad- 
viser of syndicate fame, wishing to be rid of the whole psycho- 
somatic “childish nonsense,” or scientific meetings discussing pep- 
tie uleer without a mention of the invariably-present psychiatric 
factors. But one can also mention such forward-looking works as 
the excellent Psychosomatic Gynecology, just written by Drs. W. S. 
Kroger, a gynecologist, and 8. C. Freed, an endocrinologist; or 
one may recall the time-honored sugar pills prescribed by the gen- 
eral practitioner for the “nervous,” a “psychiatric” prescription 
antedating pharmacies and well-known in the doctors’ dispensaries 
of early horse-and-buggy days. 

Just why—considering the long recognition of such symptoms 
of hysteria as paralysis and blindness—there should have been 
such reluctance to taking account of psychic factors in the produc- 
tion of other physical conditions, might be a subject for investiga- 
tion. Not to tread too heavily on colleagues’ toes, psychiatric in- 
terest in problems with symptomatology in the fields of the intern- 
ist, the surgeon or other specialists may have made some of those 
specialists feel at times like victims of unprovoked international 
aggression. The gastro-enterologist, the urologist and the gyne- 
cologist have had their fields definitely outlined for years—only 
to have it postulated that many symptoms they have been treat- 
ing are symptoms, not of physical, but of mental, disorder. 

The psychosomatic aspects of hypertension, peptic ulcer and al- 
lergic disorders are as well accepted by most physicians now as 
are the hysterical paralyses or hysterical visual disturbances. We 
conceive that it is somewhat more difficult for the general practi- 
tioner to accept the fact that hypochondria is not malingering, that 
it is an actual disorder with emotional bases, and that it is no more 
subject to ordinary appeals to reason than is schizophrenia. And 
we know that it may be difficult for the practitioner to recognize 
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that frigidity, impotence, or homosexuality may have emotional 
etiology. 

In medical practice and theory, knowledge and the application 
of knowledge in therapy advance from experiment to acceptance— 
and, by improved methods of treatment, to the ultimate benefit of 
the patient. In the case of obesity—to return to Burdon and Paul’s 
example—one may anticipate that non-psychiatric practitioners 
generally will take note eventually of the warning that reduction 
diets and drugs limiting appetite may not be sufficient therapy by 
themselves, that endocrine therapy is apt to be harmful, and that 
“energetic manipulation of emotionally-charged eating habits may 
worsen the patient’s mental health.” One may, in short, antici- 
pate something of a psychiatric background for general treatment 
of obesity, with training adequate to insure psychiatric consulta- 
tion when indicated. 

In the practice and theory of mental hygiene, however, knowl- 

edge and the application of knowledge in the prevention of mental 
disorder may follow a somewhat different course than that of medi- 
eal practice. To keep to the same example of obesity, knowledge 
of the emotional etiology of this condition seems to be becoming 
widespread. In recent weeks, we have noted a newspaper beauty 
adviser, a newspaper writer on the bringing up of children, and 
one of the better-known medical columnists, all emphasizing the 
point that, as Burdon and Paul put it, obesity is “most often . . 
a substitute for a love which is unobtainable on a realistic level.” 
It seems that the unloved little boy who went out in the garden to 
eat worms knew what he was talking about. But we are inclined 
to wonder just how this, and similar information, will be helpful 
to the cause of mental hygiene. 

We have no quarrel, and we think the majority of modern psy- 
chiatrists would have no quarrel, with the general thesis that eat- 
ing is a substitute for unobtainable love, or for love thought to be 
unobtainable. But we wonder, if this information is broadcast gen- 
erally without the further information needed for understanding, 
or without a mental hygiene program to set up standards for pre- 
vention, just how much good we may expect from it. We do not, to 
be precise, anticipate hordes of the youthful obese setting out to be- 
have like Don Juan or Moll Flanders, in the mistaken idea that they 
are thus gaining love and fixing to get rid of poundage; but such 
conduct could be the logical result of widespread half-information. 
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We agree, as Burdon and Paul also note, that the love-hunger 
etiology of obesity is not always completely unconscious, and that 
there are many of the obese who could consciously entertain the 
concept, “Sure, I eat because nobody loves me, I might just as well 
go out and get some loving.” And there are many mothers, one 
may be sure, who are consciously receptive enough to the general 
thesis that obesity means their children are not loved enough, to 
embark on programs of intensive overprotection—in the belief that 
love and overprotection are the same thing. 

There have been some curious results from the merely intellec- 
tual understanding by members of the public at large of some of 
the principles of dynamic psychiatry. Some years ago, people 
were identifying their Adlerian “inferiority complexes” with all 
the enthusiasm which some now display for dianetic “auditing.” 
On a somewhat more sophisticated level, there was much pseudo- 
learned discourse about Oedipus and/or Electra fixations, libido, 
the instinctual drives and what the discussants supposed to be the 
erotic and death instincts. A whole school of “sophisticated” fic- 
tion arose from intellectual—and generally mistaken—concepts of 


the Oedipal situation, just as there is a flourishing fashion today 
for fiction based on miscomprehension of the dynamics of homo- 
sexuality. 


One may assume that no great amount of harm has been done; 
and one may further assume that dissemination of the half-truth is 
almost inevitable in the process of getting the whole truth dissem- 
inated. But the half-truth is not the truth that makes men free— 
least of all emotionally. There must be emotional, as well as in- 
tellectual, acceptance. But this is insight. And how does one dis- 
seminate insight generally? 

We can call to witness beauty-culture, child-raising and medical 
columnists to testify that the general broadcasting of psychiatric 
data for intellectual comprehension is not so difficult as is some- 
times thought. But it is one thing to explain that over-eating usu- 
ally has an emotional basis and quite another to convince the gen- 
eral reader that professional treatment of the emotional derange- 
ment is indicated. Almost everybody thinks he is an expert on 
human relationships, competent to diagnose disorders in individual 
or group, and competent to prescribe for and treat human emo- 
tional ailments. Intellectual understanding, therefore, of such 
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facts as the love-hunger etiology of obesity can—if not accom- 
panied by insight—lead to orgies of amateur psychiatric treat- 
ment and of amateur psychiatric self-treatment. 

It might be decidedly in order to study ways and means of con- 
veying more complete general information when emotional dis- 
orders are discussed publicly, as well as means of conveying in- 
sight in addition to information. Failing that, it might be in order 
to put renewed emphasis on the need for professional treatment 
when disorders requiring professional help are discussed and ex- 
plained. It is one thing to explain to the non-professional that 
Treponema pallidum is the causative organism of syphilis and 
entirely another to explain that hunger for love can be the cause 
of over-eating. He has no idea of how to combat Treponema 
pallidum and is unlikely to attempt amateur treatment. But he 
will have plenty of ideas about love and how to remedy a supposed 
deficiency in it. One thing which needs greater emphasis in the 
mental hygiene movement, we think, is the indispensable role of 
the professional in it. 
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Alcoholism and Social Stability. By Roperr Straus, Ph. D. and SEL- 
pon D. Bacon, Ph.D. vii and 30 pages. Paper. Hillhouse Press. New 
Haven. 1951. Price 50 cents. 


This publication from the Yale Center of Aleohol Studies is ‘‘a study 
of occupational integration of 2,023 male clinie patients.’’ The main fact 
brought to light is the relative youth and relatively high degree of inte- 
gration among clinic patients, the conclusion being reached that alcoholics 
who have not progressed too far are those who take advantage of the clinic 
facilities. The authors are definitely in favor of a greater use of clinics, 
believing that they serve the needs of that portion of the aleoholic popula- 
tion which offers the greatest chance of rehabilitation. 


Proceedings of the First Research Conference on Psychosurgery. 
Public Health Service Publication No. 16. Newton Bigelow, M. D., 
editor. 173 pages. Paper. Federal Seeurity Agency. National In- 
stitutes of Health. U. S. Government Printing Office. Washington, 


D. C. 1951. Price $1.00. 


The National Institute of Mental Health established a Researeh Confer- 
ence Group on Psychosurgery because of ‘‘the increasing urgency presented 
by the complexities surrounding operative procedures for mental disor- 
ders,’’ and its first meetings were conducted in November 1949. The con- 
ferees, representative of psychiatry, neurosurgery, psychology, and other 
related fields, met under the chairmanship of Dr. Fred A. Mettler, and the 
report of their doings was edited by the present New York State Commis- 
sioner of Mental Hygiene who is also—inactive at present—editor of THE 
PSYCHIATRIC QUARTERLY. 

The problem of the first conference was the selection of patients for psy- 
chosurgery, and the discussion led into many related channels. Of par- 
ticular interest to those concerned with prognosis, are the reports of the 
psychologists concerning test results before and after psychosurgery. Al- 
though it is well known that the psychological tests in general have been 
ineonelusive, it should be noted that those reported here were not wholly 
ineffective and that there is at least faint promise of the development of 
reliable psychological criteria. 

The present report is the transcription of the discussion by more than 
20 outstanding authorities in the field; and widely different viewpoints are 
represented. The appendices include material of practical use in institu- 
tions where surgical procedures are practised. 
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This reviewer thinks that all concerned with psychosurgery can profit 
from a study of this conference report and that it is particularly valuable 
for administrators. 


Paul Ehrlich. By Marrua Marquarpr. With an introduction by Sir 
Henry Dale. 255 pages with many illustrations. Cloth. Henry 
Schuman, Ine. New York. 1951. Price $3.50. 


Recently, on the oceasion of the publication of Claude Bernard’s inspir- 
ing work in English translation, this reviewer expressed the hope that more 
classics of medicine might be revived, and mentioned especially Paul Ehr- 
lich’s work which was not translated into English. A start in this direc- 
tion has now been made. Martha Marquardt, Ehrlich’s long-time devoted 
secretary, has rewritten and perfected her biography of Ehrlich which the 
reviewer read in 1924 when he—‘‘in the steps of his master’‘—had just 
left Ehrlich’s former laboratory chair at the Robert Koch Institute to fol- 
low a eall to the Medical Charité Clinie (Ehrlich worked first in the same 
department of the Charité from whence he was called to the Robert Koch 
Institute). Now Martha Marquardt’s new work lies before us in English 
with a brilliant and affectionate introduction by Sir Henry Dale. 

With nostalgic memories, this reviewer was lost in the past, reviving the 
erystal-clear, sound atmosphere of laboratory discussions, listening to Mor- 
genroth and Neufeld, and later in the time-worn rooms of the Charité 
dreaming over old records and reviving for his own students the atmosphere 
where once Robert Koch and Paul Ehrlich, his predecessors, worked and 
taught. Reading this book, he feels the old problems live still as funda- 
mentally unsolved as ever, ‘‘the organism’s need for oxygen, the side-chain 
theory, the akridinium nucleus, athreptie functions and athreptic immun- 
ity, the drug resistance and antimutative function . . .”’ still problems! 
Dreams fade away! 

One follows the author with delight through Ehrlich’s family history 
and home life, renews acquaintance with his cousin, the great pathologist, 
Carl Weigert (whose classical writings are another work which deserves 
revival in the English language), observes an era in Germany when a man’s 
value was felt and honored, when men like Althoff headed the cultural de- 
partment in the Imperial German government and directed the fate of its 
universities and their scientists. One suppresses a nostalgic feeling when 
walking with Ehrlich through the familiar wards and laboratories of the 
Charité and of the Robert Koch Institute and hearing in memory the roar- 
ing laughter of Morgenroth telling the fascinating remarks and jokes of 
the Ehrlich laboratory. 

Martha Marquardt gives more in this enlarged biography. She gives an 
account of Ehrlich’s scientific activities in a manner that enables the non- 
expert to realize, or get a feeling of, Ehrlich’s gigantic work—part of 
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which is still buried in unpublished laboratory notes—the importance and 
perception of which still wait to be evaluated satisfactorily. 

The reviewer wishes that at least three indispensable books of, or re- 
lated to, Paul Ehrlich may find an able translator and publisher: (1) The 
Need of the Organism for Oxygen. An Analytical Study of Dyes; 
(2) Contributions to Experimental Pathology and Chemotherapy; and 
(3) Paul Ehrlich, a Representation of His Scientific Work. 

One may refer at the end of this review to the remark Sir Henry Dale 
made in the introduction (pp. XVIII-XIX) ‘‘I ean only think, indeed, of 
one possibly desirable addition . . . and that is a complete assembly, in one 
volume, of all his not very voluminous publications. . . . I hope that many 
will fall under the spell of its enchantment, and that it will help a new 
circle of admirers, far wider than that of the followers of medicine or other 
sciences, to place the fame of Paul Ehrlich as a wonderful human being as 
well as a great discoverer, upon the pinnacle which it ought to oeceupy in 
the regard of a grateful world.”’ 


Psychosurgery. Second Edition. By Water Freeman, M. D., and 
James W. Warts, M. D. 598 pages. Cloth. Thomas. Springfield, 
Til. 1950. Price $10.50. 

Freeman and Watts wrote the first standard American textbook on psy- 
chosurgery in 1942, reporting on 80 cases. This second edition is based 
on material which, including transorbital lobotomies, now numbers more 
than 1,000 cases. 

The authors review briefly the history of psychosurgery from primitive 
times. Following this introduction, they discuss the anatomy of normal 
and damaged frontal lobes, the surgical aspects of lobotomy, and clinical 
factors. A number of special studies include reports on personality changes 
after psychosurgery and such matters as associated physical and psychoso- 
matie disorders. Part V, the largest section of the book, discusses pre- 
frontal lobotomy and mental disorder in clinical observations covering 
nearly 200 pages. There is a 20-page bibliography and an adequate index. 

Operative techniques are fully discussed and described, and the difference 
of opinion between the authors on the matter of transorbital lobotomy is 
frankly stated. Freeman believes this procedure is ‘‘simple, quick, effec- 
tive and safe to trust to the psychiatrist. Watts believes that any proced- 
ure involving cutting of brain tissue is a major operation and should re- 
main in the hands of a neurological surgeon.’’ They state complete agree- 
ment on all other points. Respecting the standard lobotomy operation, the 
authors favor their own ‘‘precision’’ method. They agree that in the open 
method ‘‘the surgeon sees what he ecuts’’ but ‘‘are inclined to think that 
he does not know what he sees.’’ 

It seems hardly necessary to say that this volume is indispensable to all 
doing psychosurgery or in charge of patients undergoing psychosurgery. 
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Principles and Practice of the Rorschach Personality Test. By W. 
Mons. 176 pages. Cloth. J. B. Lippineott Co. Philadelphia. 1951. 
Price $4.00. 


The second edition of this introductory work differs only in minor points 
from the first edition. It is still intended for the beginner, presenting the 
Rorschach method in a clear and simplified manner. Possible criticism may 
be directed to the discussion of determinants, in which oversimplification 
suggests a possible injustice to the technique. In general, however, it is a 
compact little volume and may be recommended to those beginning the 
study of this test. 


Money and Emotional Conflicts. By EpwuNnp Beroier, M. D. 269 
pages. Cloth. Doubleday. New York. 1951. Price $3.50. 


‘*Why do you call it money neurosis?’’ a patient asks the author. ‘‘You 
put the accent on the wrong word,’’ says Bergler, ‘‘it should be on the word 
neurosts.’’ And: ‘‘Money neurosis is a great storehouse of suffering with 
many and variegated departments.’’ Money and ‘Emotional Conflicts is a 
psychoanalytic study of the way in which neuroties ‘‘confronted with pre- 
vailing values, . . . use them for defensive expressions of repressed in- 
fantile aims. Neurosis is ageless and timeless; the manifestations and the 
use of ‘raw material’ merely vary in different cultural and economic 
orbits.’’ Bergler discusses in simple language such forms of neurosis, ex- 
pressed in terms of money, as are represented by the success hunter, the 
gambler, the golddigger and playboy, and the miser. His discussion should 
not only be generally enlightening but should be of considerable value to 
the psychotherapist in providing examples and pointing to the genesis of 
typical forms of neurosis expressed in monetary terms. 


Patterns of Sexual Behavior. By Cieuian S. Forp and Frank A. 
Beacn. 307 pages. Cloth. Hoeber. New York. 1951. Price $4.50. 


Drs. Ford and Beach have prepared an extremely comprehensive volume 
which traces various human sexual patterns and draws comparisons with 
animal behavior, a procedure which seems to indicate that many types of 
sexual activity arise from purely biological rather than social factors. The 
authors have compiled a well-documented book by drawing, not only upon 
the classical studies in the field, but also on many valuable, but lesser 
known works. It may, of course, be seen that most forms of sexual be- 
havior will be tolerated or even encouraged in some cultures, while in 
other cultures, the same behavior would be strictly punished. There are a 
few instances, however, in which there are remarkable similarities in cer- 
tain sexual patterns which may be found in all human societies. This is 
valuable as giving a comprehensive view of the field. 
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Trial of Neville George Clevely Heath. Macdonald Critchley, M. D., 
editor. 239 pages. Cloth. William Hodge and Co., Ltd. London. 
(British Book Centre, New York.) 1951. Price $3.50. 

Trial of Frederick Bywaters and Edith Thompson. Second edition. 
Filson Young, editor. 261 pages. Cloth. William Hodge and Co., 
Ltd. London. (British Book Centre, New York.) 1951. Price $3.50. 

Trial of Neville George Clevely Heath is the latest addition to the 
Notable British Trials Series of which it is Volume 75. 

Trial of Frederick Bywaters and Edith Thompson is a second edition of 
a volume first published in 1923, covering one of the most sensational 
eases in modern British jurisprudence. 

Both books are of very considerable psychiatric interest. Neville Heath, 
accused of two revolting sex murders, was a young man with a long record 
of civil and military offenses, including three courtsmartial—two of them 
during service in World War II. Accused of two sadistie murders in June 
and July of 1946, he was convicted of the first and executed in October of 
that year. Heath was unquestionably a psychopath and the story of his 
crime and his trial is of particular interest for the defense of ‘‘moral in- 
sanity’’ or psychopathy, the bearing on this of the M’Naughton rules and 
the discussion by the editor of responsibility and appropriate punishment. 

The trial of Frederick Bywaters and Edith Thompson for the murder 
of her husband is of principal psychiatric interest because of the vivid per- 
sonalities involved. The greater interest of this trial is for the legal pro- 
fession. Both of the accused were hanged but it seems unlikely, says the 
editor, that if Mrs. Thompson had not insisted upon testifying, Bywaters 
could have been convicted of anything more serious than manslaughter 
or that she could have been convicted at all. His unexpressed opinion, in 
fact, seems to be that Mrs. Thompson was not guilty and that the couple 
suffered from having been tried in a court of morals as well as a court of 
law-—a matter which also is not without concern to the psychologist. 


Florence Nightingale. By Crcu. WoopHam-Smirn. 382 pages. Cloth. 
McGraw-Hill. New York. 1950. Price $4.50. 

About the only way in which this fine biography is lacking is in psy- 
chological insight. The facts of Florence Nightingale’s hectic family life, 
her ‘‘Call from God’’ (she asserted that God spoke to her a total of four 
times), her early strong attachment for Marianne Nicholson, and her later 
conflicts are set forth but not analyzed. The identity of the illness that 
kept her confined for more than half her life is never made clear, and 
there is no indication from the book that it might possibly be psychoso- 
matic. But Mrs. Woodham-Smith set herself a difficult task in even set- 
ting down the general facts in the life of this driving, demanding woman, 
and she has done this well. 
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My Six Convicts. By Dona.p PoweLt Wuson. 369 pages. Cloth. 
Rinehart. New York. 1951. Price $3.50. 


This fascinating book has been the subject of much controversy. Brought 
out in 1951, it chronicles events of 18 years before. In the course of such 
a time, confabulation, which is an accomplishment of many normal as well 
as psychotic persons, is likely to appear. In addition, the author’s preface 
—which some of the critics appear to have overlooked—indicates that he 
has ‘‘indulged literary license,’’ in other words, mingled fiction with fact. 
These matters may account, this reviewer thinks, for a somewhat wide- 
spread impression in professional circles that My Six Convicts is a 
‘‘phony.’’ It certainly is no phonographie record of conversations and no 
photographie reproduction of the Leavenworth of two decades ago. The 
author, however, is a psychologist of good standing with an adequate com- 
prehension of psychological dynamics. One may very well accept as fact 
that his characters are true to type and his narrative psychologically au- 
thentic, if fictional in part. There will be few penologists and few psychi- 
atrists to agree with his discussion of drug addiction, and there will be 
many to wonder how much of the conclusion—including, among other 
things, the story of the post-penitentiary careers of his six helpers—is 
fictional. 

With these reservations, this latest effort to picture convicts as human 


beings is a worthy one and the wide cireulation of this book seems likely 
to benefit more than it harms the cause of mental hygiene. 


Measuring Results in Social Casework. By J. McV. Hunt and Leon- 
AarRD S. Kogan. 79 pages. Paper. Family Service Association of 
America. New York. 1950. Price $1.50. 


Testing Results in Social Casework. By J. McV. Hunt, MARGARET 
BLENKNER and LEoNARD S. Kocan. 64 pages. Paper. Family Service 
Association of America. New York. 1950. Price $2.00. 


In an effort to set up objective standards of valuation in a subjective 
field, social casework, these pamphlets have proposed a ‘‘movement’’ seale 
of scoring; movement being taken to mean the change in adjustment in the 
client during the time of contact with the caseworker, this change not nec- 
essarily being caused by the casework done. It was found that training 
was necessary so that caseworkers would be able to reach a good degree of 
uniformity in their evaluations as to the degree of ‘‘movement’’ in indi- 
vidual cases. The disadvantages and relative inexactness of this type of 
evaluation have been fully recognized in these pamphlets, but the method 
is held by the authors to be one possible approach to a greater degree of 
objectivity, any exact evaluation of the role of casework in adjustment de- 
pending on too many variables to be measured accurately. - 
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The Ape in Our House. By Catnuy Haves. 247 pages. Cloth. Harper. 
New York. 1951. Price $3.50. 


When Keith and Cathy Hayes adopted Vicki at the age of three days, 
she ‘‘looked like a monstrous spider, with long skinny arms and legs, 
thrashing out from a solid potbelly.’’ This book is the popular story of 
Vicki—the chimpanzee who is being raised like a human baby—from the 
day of her adoption to the age of three. 

The Hayeses are conducting a strictly scientific experiment. Dr. Hayes 
is a psychologist and Mrs. Hayes studied science in her own college course. 
This report to the general public is certainly a forerunner of the great 
volume of scientific material which will some day be published on the same 
subject. Vicki may not be human but she is so nearly so that the Hayeses 
will not be able to abandon her, and the experiment will continue indefi- 
nitely. Meanwhile, the present book is of very great scientific interest. 
Vicki’s intelligence tests, on every grade except language, compare favor- 
ably with those of human infants. She has a voeabulary of half a dozen 
words which she can speak and use intelligently herself, and perhaps ‘‘fifty 
word groupings in the form of expressions or commands’’ which she under- 
stands. Vicki at three was rated at Vineland, N. J., on the Vineland Social 
Maturity Seale as eight months ahead of the normal human child of her 
age, although her total score was lowered by a language development equal 
to that of only a one-year-old. The University of Michigan speech clinic 
concluded that Vicki’s difficulty with speech was caused by a condition 
‘‘resembling human aphasia,’’ and ‘‘probably due to the lack of certain 
brain parts’’ which have never evolved in chimpanzees. 

The Hayes experiment with Vicki is not the first of its sort but it is by 
far the most intensive and the most extended. Even this preliminary popu- 
lar report promises to be of great value to comparative psychologists and 
to students of the mental processes generally. 


The World of Man. By GrorG Groppeck. 271 pages. Cloth. Funk & 
Wagnalls. New York. 1951. Price $4.00. 


Groddeck, who died in 1934, was one of the most fantastic figures in medi- 
eine. An eminently successful psychotherapist, a preeursor of psychoso- 
matic medicine, he became acquainted with Freudianism, and produced a 
mixture @ la Groddeck. His love for the paradox, the bizarre, coupled 
with intuitive knowledge of the unconscious, provided the basis for his 
peculiar The Book of the It. All his other writings (including the present 
collection) are but elaborations. A reader willing to read with his tongue 
in cheek, will probably enjoy the rather fantastic ideas, especially Grod- 
deck’s peculiar use of symbolism. He will also find moralizing and more 
than controversial ideas, e. g., those on art in Chapter I. 
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Conflict in Marriage. By EpmuNp Brereier, M. D. 216 pages. Cloth. 
Harper. New York. 1949. Price $2.75. 


Bergler’s aphorism, ‘‘neurotics marry neuroties,’’ is a widely-known prin- 
ciple of analytic psychotherapy. This volume is a brief exposition in terms 
designed for general reading of what happens in neurotic marital partner- 
ships. The author traces such matters as ‘‘malevolence in trifles’’ and 
‘‘marital duet: ‘You are cruel’—‘ You are selfish’ ’’ to basic psychic maso- 
chism. The therapeutic procedure, of course, is the hard one of treating 
this basie difficulty. 

This reviewer thinks this book can be recommended as a means of intel- 
leetual enlightenment in many instances where there is not too formidable 
personal resistance. Of the matters worth quoting—on nearly every page 
—it may perhaps be useful to cite from the introduction this statement of 
the author’s attitude: ‘‘ Dissatisfaction with marriage, on whatever grounds, 
cannot detract from the fact that there exists in every human being an 
emotional affinity to marriage, unconsciously established in early child- 
hood.’’ His scientific opinion, of course, supports the ancient banality that 
the trouble is not basically with the institution but with the people in it. 


Preparing for Marriage. A (iuide to Marital and Sexual Adjustment. 
By Cuirrorp R. Apams, Ph.D. 249 pages. Cloth. Dutton. New York. 
1951. Price $3.50. 


Dr. Adams, professor of psychology and director of the marriage coun- 
seling service, Pennsylvania State College, is well known because of his 
many magazine articles on marriage. In his foreword he states, ‘‘At Penn 
State, more than fifteen iundred couples who were tested before marriage 
at the Marriage Counseling Service are being checked periodically after 
marriage to find how they are making out. To this information that hus- 
bands or wives are supplying have been added data secured by Dr. Bruce 
Thomason in his study of six hundred forty-one marriages in which both 
spouses separately gave answers to one hundred sixty-five questions on 
their marital and sexual adjustment. . . . In this book we have tried to 
inelude those findings which should be most helpful and interesting to all 
persons involved in love or marriage.’”’ 

This is, thus, one of the better books on marriage because the informa- 
tion given is based upon investigative procedures. The book describes the 
many types of ‘‘marriage happiness prediction inventory measures’’ which 
have been used by the author and by others. Scattered throughout, are 
also, a lot of statistical data. There is a glossary to help the layman better 
understand what is written. There are, also, appendices listing books which 
may be consulted and marriage counseling agencies, and there are diagrams 
of the male and the female sex organs. 
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Psychosomatic Gynecology. [by \V. S. Krocrer and S. C. Freep. 487 
pages. Cloth. Saunders. Philadelphia. 1951. Price $8.00. 


This is a truly important and courageous book, written by a gynecologist 
and endocrinologist, applying psychiatric concepts to problems confront- 
ing the gynecologist and obstetrician. It is also a forerunner of things to 
come: Each branch of medicine will apply precepts of dynamic psychiatry 
to its own orbit. On the other hand, the book familiarizes the psychiatric 
reader with details of daily topics, confronting the gynecologist and 
obstetrician. 

To give the authors the floor: 

“It is a difficult and arduous task for practicing gynecologists to be- 
come oriented in the complex and devious mechanisms of the mind as it 
influences gynecological disorders. . . . Although neither of us has re- 
ceived extensive formal psychiatric training, we have sought competent 
psychiatric advice. . . . We wish to emphasize that obstetricians and gyne- 
ecologists must know their limitations in the field of psychotherapy lest they 
do more harm than good. . . .”’ 

Confronted with so much honest understanding, the psychiatrist will 
have but appreciation for the difficult task of the authors, and refrain from 
arguing about details, and the unequal worth of different chapters. (The 
chapter on frigidity is the best, the chapter on homosexuality the weakest 
in the book.) In short, the authors are to be congratulated; their efforts 
are pioneer work and of real merit. 


Thematic Tests Analysis. By Evwin S. SHNemDMAN. 320 pages with 
index. Cloth. Grune & Stratton. New York. 1951. Price $8.75. 


Shneidman, the author of the MAPS (Make a Picture Story) test, col- 
laborating with Walther Joel and Kenneth B. Little, has produced a book 
of considerable interest to the clinical psychologist. ‘‘John Doe,’’ the sub- 
ject, was tested with various psychological tests, the reports of two of 
which (MAPS test and TAT) comprise the major portion of the volume. 
The results of these tests were sent to various psychologists and psychia- 
trists selected because of their published work in analysis of the TAT. No 
other information (except the subject’s sex, age and marital status) was 
given to the experts and the various interpretations, along with working 
notes, are reproduced. Further testing—with the Rorschach (interpreted 
by Klopfer), the Wechsler-Bellevue, the MMPI, the Draw a Person (in- 
terpreted by Karen Machover) and the Bender-Gestalt Drawings, with 
‘*blind’’ interpretations—is included. An abstract of the case history, the 
therapist’s notes, notes from the neuropsychiatric hospital, and a follow-up 
interview round out the work. 
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This reviewer feels that Shneidman has made an interesting and needed 
contribution to the field of psychological testing. Perhaps outstanding, 
is the insight given the reader into the various methods of approaching 
test analysis by those who are well known in the field. Also of note, are 
the exeellent interpretations provided in the additional testing. The au- 
thor is careful in drawing conclusions and recognizes well the limitations 
of the study. Although the question of whether the psychologist should 
give personality evaluations with a maximum or minimum of material be- 
yond test results.is not gone into, the book definitely removes the ‘‘blind’’ 
analysis from the ‘‘parlor game’’ setting. A possible criticism might be 
directed against the lack of controls in the present work. This reviewer 
cannot understand, with the richness of clinical material available, why a 
subject could not have been chosen and testing done by the same examiner 
on the same day (or why this was not done with the subject used). The 
two months’ delay and the possible influence of the six insulin eomas has 
limited a work which might well have been far richer in potentialities. 


On Being Intelligent. By AsHizy Montagu. 236 pages. Cloth. Henry 
Schuman. New York. 1951. Price $2.95. 

This work is a popularized psychosocial approach to the individual in 
our present society. Montagu has attempted to give information which he 
believes will help a person integrate better into our society, and think for 
himself. The author is careful not to step on the toes of existing theories 
and, in general, the conservatism of Aristotle’s ‘‘Golden Means’’ is 
preached. 

The book is popularized to the extent that the reader of average intelli- 
gence might well take insult from certain portions of it. The major criti- 
cism is that Montagu has not given due regard to the motivations of the 
unconscious. Especially is his discussion of ‘‘prejudices’’ weak in that 
he believes that by a ‘‘searching of your own mind’’ you can understand 
the reasons why a given prejudice exists. The inherent limitations of in- 
trospection have long been known, and the facts of depth psychology would 
favor a more intensive consideration of this area, and a recognition that 
motivations are not always available by a ‘‘searching of your own mind.”’ 


Change of Life. A Modern Woman’s Guide. By F. S. Epsau. 127 
pages. Cloth. Woman’s Press. New York. 1949. Price $2.00. 


Mrs. Edsall writes this book to answer the questions of women regarding 
the ‘‘change of life,’’ and to present the facts and relevant information 
briefly and clearly. She offers many simple and sensible suggestions to 
women approaching and during the menopause, and discusses associated 
problems of the aging woman in our modern eulture. The physiological 
data are essentially sound and simply written in a readable fashion for the 
lay person. 
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The Conquest of Mind. By Frank M. Bazi. 522 pages. Cloth. De 
Vorss & Co. Los Angeles. 1951. Price $6.00. 


The book jacket states, ‘‘The author is the founder of The Sanctuary of 
Peace, a California non-profit, educational organization, which is devoted 
to extensive philosophical and metaphysical research, teaching the practical 
method of application of metaphysical laws for effective solution of human 
problems, besides offering an excellent education in Mental Health, char- 
acter-building and mental development.”’ 

The author has, apparently, organized a new cult based upon ‘‘the sci- 
ence of Raja Yoga’’ and, in this book, he is setting forth his ideas of how 
to seek and attain ‘‘the Truth’’ through meditation. He dramatically de- 
seribes a procedure of self-hypnosis through which a person can so condi- 
tion one’s self that he can maintain himself in the ‘‘ Yogi’’ position through 
the period of meditation. The author advises that the position is main- 
tained while facing east and that the best time to meditate is during cer- 
tain phases of the moon. 

The author describes ‘‘three floors or departments’’ of the mind, i. e., the 
conscious located in the cerebrum, the subconscious ‘‘loeated in the cere- 
bellum’’ and ‘‘the supereonscious state . . . the blissful realm. . . of 
spirit . . . this magnificent state of absolute peace, harmony and joy . 
the source of inspiration, genius, intuition and highly prized virtues.’’ 

To say that these ideas are new or that they are the answers to the cure 
of emotional ills would be untrue. But apparently the author has found 
answers to his emotional and religious ideals; if they mean happiness to 
him they are worth while; the riddle of life has brought many answers, 
none of which has been entirely satisfactory to everyone. 


The Homosexual in America. By Donaip WessteR Cory. 326 pages. 
Cloth. Greenberg Publisher. New York. 1951. Price $4.00. 


The author, a homosexual writing under a pseudonym, uses as subtitle, 
*‘A Subjective Approach.’’ He should have said, ‘‘An Emotional Ap- 
proach,’’ to characterize the attitude displayed in the book. The social 
conflict of homosexuals is described, an appeal for understanding is made, 
but the technique is rather extravagant and slightly grotesque: 

‘The homosexual, thus, has two historic missions to perform. Whether 
he is a democrat or a totalitarian by political conviction, he is historically 
foreed to enter the struggle for the widening of freedom of expression. 
And, whether his religious and cthieal convictions are those of the con- 
tinent or libertarian, he is historically compelled to enlist in the legions 
fighting for liberalization of the sexual mores of modern civilization. . 
And it is this inherent lack of assimilability that is the greatest historic 
value of homosexuality. . . . Thus on three scores, homosexuality—fortu- 
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nately but unwittingly—must inevitably play a progressive role in the 
scheme of things. It will broaden the basis of freedom of thought and 
communication, will be a banner-bearer in the struggle for liberalization 
of our sexual conventions, and will be a pillar of strength in the defense of 
our threatened democracy’’ (Pp. 233-235). 

One should not judge the book on the basis of these, let us say, oddities 
alone. There are more serious misunderstandings. Homosexuality is 
taken as a unity; the fact that it represents but an illness is more or less 
denied; as genesis, exclusively older theories are adduced and newer find- 
ings neglected (Jones, H. Deutsch, Bergler), ete. Full credit for un- 
changeability is taken from the arsenal of psychiatric contradictions, and 
outdated pessimism. And when the author is forced to admit that, e. g., 
Bergler claims that homosexuality is curable, the ‘‘subjective approach’’ 
works this way: 

‘‘Bergler maintains that homosexuals can be cured—and that he has 
cured some, but upon examination the exhomosexuals have become bisexual. 
[Neurotic Counterfeit Ser, New York, Grune & Stratton, 1951, p. 189.] 
He cites the fact that one of his patients has married, but this does not 
prove that he no longer craves sexual relations with men [P.185].’’ 

Your reviewer looked up the alleged quotation, and found that the author 
misrepresents, approximately 100 per cent, what Bergler really says. 

All in all: The tearful appeal for ‘‘selfacceptance’’ (p. 258) and being 
accepted by the outer world miscarries, because of the partly extravagant, 
partly mistaken assumptions, all presented with superciliousness and with- 
out real factual foundation. 


Psychology and Its Bearing on Education. By ©. W. VALENTINE, D. 
Phil. xviii and 674 pages. Cloth. Philosophical Library. New York. 
1951. Price $6.00. 


This is an English textbook of psychology designed for people in the 
field of education. It is published by Methuen in London, and no attempt 
has been made to adapt it for American readers, a new title page having 
merely been tipped in. The resulting difficulties in terminology have ren- 
dered the book, in its present form, unsuitable as a text in this eountry. 
This is unfortunate, as this is, in many ways, an excellent work. 

The author does not agree with many areas of Freudian thinking, par- 
ticularly the theory of infantile sexuality, and the emphasis of the work is 
upon the practical rather than the theoretical aspects of psychology. In 
the section on testing the author views the projective tests with caution, 
believing in their value, but not being willing to go along with many of the 
sweeping claims made for them. In intelligence testing a general ‘‘g’’ 
factor in intelligence is held to exist—a view which is supported by most 
British (and many other) psychologists. 
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A Spell for Old Bones. By Eric Link.ater. 223 pages. Cloth. Mac- 
millan. New York. 1950. Price $2.50. 

Mr. Byculla. By Eric Linkuarer. 160 pages. Cloth. Harcourt Brace. 
New York. 1951. Price $3.00. 

Both of these books show Erie Linklater to be a highly gifted writer, but 
only Mr. Byculla can be considered successful. In A Spell for Old Bones 
the author has gone out of his depth. Instead of being a charming chil- 
dren’s story about three giants and a poet, the book has been transformed 
into a political and philosophical treatise—a treatise lacking in sublety, 
hitting the reader over the head with its conclusions. Where psychiatry 
is introdueed—one giant resenting his mother and another his father— 
the result is merely incongruous. 

Mr. Byculla avoids this and emerges a fine novel—a masterpiece of 
slowly developing, sustained, yet non-frightening, horror. Kind, meticu- 
lous, grandson of an Indian temple prostitute and student of the cult of 
Thugee—Mr. Byculla is a strange man. His acquaintanceship with a small 
group of London people, including a henpecked psychiatrist and a retired 
Indian civil servant, seems at first to be but a slight shadow crossing their 
lives—but the shadow grows darker. The handling of the psychiatrist and 
the psychiatry involved is not such as to draw attention to, or explore, the 
subject. It is used, successfully, as a device to increase the atmosphere of 
suspense. 


The Ego and the Self. By Percival. M. Symonps, Ph.D. 191 pages. 
Cloth. Appleton-Century. New York. 1951. Price $2.50. 


This book is a discussion of the self as observer, thinker and actor (ego), 
and the self as observed and reacted to by the individual (self). It is in- 
tended for the student of, and practitioner in, clinical psychology. Its 
orientation is psychoanalytic. It defines and gives the functions and the 
development of both the ego and the ‘‘self’’ and then goes on to discuss 
them in life situations. The roles of these two selves are discussed with 
reference to the emotions, the super-ego and id, pathology and therapy, and 
education. We are told such things as, ‘‘A neurosis or psychosis is a sign 
of ego weakness indicating that the ego is insufficient to gratify the basic 
needs of the individual, and that it is foreed to seek more primitive methods 
of meeting these needs. . . . the egos of neurotics are restricted because 
of the necessity of devoting some of the available energy to maintaining de- 
fense mechanisms against unacceptable impulses. . . . In psychotic states 
the ego breakdown has reached an advanced stage.’’ 

Whether one agrees with the rationale of this book or not, it makes inter- 
esting and provocative reading. The ideas presented are not particularly 
new, but the approach and supporting evidence make their recapitulation 
worth while. 
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The Neurotic Takes a Wife. By Susan Bonp. 232 pages. Cloth. Ex- 
position Press. New York. 1951. Price $3.00. 

The approach of this novel is somewhat different from the usual, in that 
the author has attempted to describe the neurotic personality from various 
aspects. The story is developed from the bride’s and teacher’s points of 
view, the author’s descriptive material, and also a chapter told by the 
neurotic husband himself. 

Susan Bond has attempted to portray an individual with an unresolved 
Oedipal situation, who has developed obsessive-compulsive characteristics 
in regard to money. It is implied that the neurotic element is an over- 
reaction to an early life of poverty and to poor environmental factors. 
The personality picture is characteristic of the neurotic in the pettiness, the 
superficial emotionality, the poor heterosexual adjustment and the im- 
mature and childish reaction pattern. However, it is this reviewer’s 
opinion that the behavior exceeds the ‘‘neurotie struggle’’ in places and 
takes on the flavor of the distorted ideation found in the ‘‘aggressive as- 
cendance’’ type of paranoid compensation. 

Although easy to read, the book is not overly well written, and one tends 
to get out of patience with the heroine. The dynamics involved in the 
psychoneurosis are not considered, thus tending to make the work of 
limited interest to the professional worker. 


Principles of Abnormal Psychology. The Dynamics of Psychic Illness. 
Revised edition. By A. H. Mastow and BELA MirrLEMANN. 644 
pages. Cloth. Harper. New York. 1951. Price $5.00. 


This book is a revised edition of a well-known and well-thought-of text 
book. Its style is such that both the novitiate and the esoteric reader may 
peruse its seven sections with interest and gain. In the first four of these 
sections some introductory concepts such as the normal mind, conflict and 
frustration, geneological and psychological bases of disease origin, and 
therapeutic methods are discussed. The last three sections, which comprise 
fully half of the book, deal with disease syndromes in childhood, adult- 
hood and old age. The author has attained admirable success in putting 
forward the idea of predominance of certain reactions instead of giving 
the impression that this characteristic is symptomatological of this clinical 
entity. 

There is a good glossary, a 1,015-item bibliography, two appendices, and 
fine lists of suggested readings at the end of each chapter. 

Although there are many good textbooks of abnormal psychology on the 
market at the present time, this, in your reviewer’s opinion, is one of the 
better, both with respect to approach and coverage. The circumstance 
that one author is an M. D. and the other is a Ph.D. lends both breadth 
and authority to its scope. 
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The Psychologist Looks at Sex and Marriage. By ALLEN FROMME, 
Ph.D. 242 pages. Cloth. Prentice-Hall. New York. 1950. Price 
$2.95. 


The subject matter of this book is the same as that of many other books 
on marriage, but the way the author ‘‘looks at sex and marriage’’ is less 
philosophical and more practical. He answers many questions in his own 
pleasant style. 

The author’s fundamental ideas pertaining to marital happiness are best 
shown by quoting parts of his preface, as follows: ‘‘A marriage is as well- 
adjusted as the two personalities involved. . . . In marriage, however, do- 
ing the right thing means little if it is not accompanied by spontaneous 
feelings of satisfaction with what is being done. . . . Life is too complex 
to be lived by rules of behavior alone, and marriage is too much a part of 
life for such rules to be any more applicable. . . . The changes it makes in 
us, however, are largely the result of our own intellectual and emotional 
capabilities. The way we act in marriage has a great deal to do with the 
way marriage reacts on us. . . . The best way, then, to understand our 
marriage is to understand ourselves.”’ 


Selection for Parole. A Manual! of Parole Prediction. By Lioyp E. 
OHLIN. 135 pages. Cloth. Russell Sage Foundation. New York. 
1951. Price $2.00. 


This monograph by research sociologist Ohlin deseribes the different steps 
involved in the construction and use of prediction tables used in the selee- 
tion of prison parolees. The report is based on data involving 17,000 pris- 
oners paroled in the Illinois State Penitentiary System from 1925 to 1945. 

The author admits that his scoring method sounds too simple, but he 
adds that the method is only one small part of the pre-parole investigation. 
He states that the scoring is the summary of long, hard and conscientious 
investigation of a prisoner’s life history. 

To this reviewer, it would seem that this monograph should be of great 
value to members of parole boards who are so often expected to render 
sound judgment after only a brief talk with a prison inmate. 


Medicine Could Be Verse. Humorous Poems Mainly About the Pro- 
fession. By Cuar_es G. Farnum, M.D. 127 pages. Cloth. Exposition 
Press. New York. 1949. Price $3.00. 


It does not matter whether the reader is a doctor or a layman, if he likes 
light verse, he will find something to amuse him on each page of this book. 
It contains the type of verse which is most enjoyable when read aloud: 
There’s humor in every poem yet, also, homely common sense. 
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Frontal Lobotomy and Affective Behavior. By Joun F. Futon. 159 
pages including index. Cloth. Norton. New York. 1951. Price $3.00. 


This is an excellent book which, in its brief 150 pages, outlines the prob- 
lem of lobotomy as seen by the research worker and surgeon. There is 
unfortunately little of the psychiatrist’s point of view. 

There is certainly no one more qualified to write a book on this subject 
than Fulton. It was his experimental research over a period of many 
years that led Moniz to attempt lobotomy procedures. It is Fulton’s con- 
sidered thinking that eventually lobotomy procedures involving the cortex 
will be abandoned and that operative methods which affect the so-called 
visceral brain—hippocampus—insula—cingulate and _ posterior orbital 
gyrus—will be substituted. Of course this feeling on his part is not held 
by many neurosurgeons and psychiatrists. Yet, in his book he offers good 
anatomical and physiological proofs for his statements. 

The book is well written and reads in a very easy style, something rather 
uncommon for a neuropathologist. It has simplified diagrams which are 
easily interpreted and conform well to the text material. This is a good 
book for both student and research worker. 


The Better Half of Your Life. How to Live in Health and Happiness 
from Forty to Ninety. By CHaries H. Lerrico, M. D. 266 pages. 
Cloth. John Day. New York. 1951. Price $3.50. 


This book is one of those ‘‘how to look at it and what to do about it’’ 
books which will give comfort and understanding to persons who are get- 
ting old. It is written by a doctor who is now over 80 years of age and 
who, nearly all his professional life, has been especially interested in the 
physical and mental care of older persons. In his ‘‘spare’’ time, he has 
been columnist for the Capper farm papers. 

The book is easy, pleasant reading; has many brief but illustrative case 
records and will give the older person reasons to lessen his worries about the 
physical and mental symptoms occurring in the process of aging. It is one 
of the few books on the subject which emphasizes the importance of recrea- 
tion centers for the senior members of our society. 


The Unknown Self. By Gora Groppeck. 207 pages. Cloth. Funk & 
Wagnalls. New York. 1951. Price $3.00. 


As in all writings of Groddeck, the central theme is ‘‘life’s unknown 
ruler, the It.’’ This theme is applied to various topics, especially to psy- 
chosomatic problems (Groddeck was one of the fathers of psychosomatic 
medicine). The book is a mixture of shrewd clinical observations, with 
poetic exaggerations, sometimes combined with paradoxes. 
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Report of the Governor’s Study Commission on the Deviated Crim- 
inal Sex Offender. 245 pages. Paper. State of Michigan. 1951. 


A Citizens’ Handbook of Sexual Abnormalities and the Mental 
Hygiene Approach to Their Prevention. By Samue. W. Harrt- 
WELL, M. D. 71 pages. Paper. A report to the Committee on Educa- 
tion of the Governor’s Study Commission on the Deviated Criminal 
Sex Offender. State of Michigan. 1950. And Publie Affairs Press. 
Washington, D. C. 1951. Price $1.00. 


The state of Michigan follows the states of New York and New Jersey 
in publishing a factual scientific report on the subject of sex offenders. It 
is a sane, authoritative volume, benefiting plainly from the earlier studies 
and fully worth the attention of all concerned with the moral, medical 
and legal aspects of sex offenses. 

With this publication, Michigan has issued a shorter report for general 
reading by Samuel W. Hartwell, M. D., on the mental hygiene approach 
to sexual abnormalities. This booklet covers fact and theory adequately 
and incorporates an important discussion of the mental hygiene of sex. 

Both these publications can be recommended, virtually without reserva- 
tion, to the professional or lay groups for which they were prepared. 

Besides publication as a Michigan state document, Dr. Hartwell’s hand- 
book is issued by the Publie Affairs Press and is thus generally available. 
It is written in terms fully comprehensible to any educated person and 
should be of considerable value in any general program of public mental 
health education. 


Abnormal Psychology and Modern Life. By James C. CoLEMAN. 657 
pages including glossary and index. Cloth. Seott, Foresman. Chi- 
eago. 1950. Price $4.50. 


Dr. Coleman is a teacher of psychology and his introduction suggests 
that Abnormal Psychology and Modern Life is intended for a text. As 
such, it is exceedingly compact, is remarkably objective and is very well 
written, indeed. There are other indications, however, that the book is 
intended for general reading as well as for teaching. The present reviewer 
would question whether it is elementary enough for the otherwise unin- 
formed layman or even for introductory classroom instruction. 

The author has followed the army classification of mental and emotional 
disorders which will be something of a handicap for students who will 
later have to learn a different one. The book covers an entire field well, 
from mental defect to character and personality reaction. It is well 
printed and profusely illustrated, and it is to be commended for a notable 
lack of fanaticism. Student, general reader and teacher should find it use- 
ful. 
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Textbook of Psychiatry. By Evcen Pau. Bievuter. Authorized Eng- 
lish edition translated by A. A. Brill. 635 pages. Cloth. Dover Pub- 
lieations, Inc. New York. Re-issue 1951. Price $7.50. 


It is not surprising that the psychiatrist who possesses one of the older 
editions of this textbook by Bleuler continues to refer to it for definitions 
and for descriptive psychiatry. 

This work seems never to get old. Perhaps this is due to the fact that 
Bleuler was broad-minded enough to apply and teach the newer psychol- 
ogies of Freud, Jung and Adler as they appeared. Because of this, his 
textbook contained, at the time of its first publication in 1916, the newer 
ideas of interpretive psychiatry as well as the descriptive type psychiatry 
of Kraepelin. 

Added to this re-issue is a very nicely written biographical sketch of 
Bleuler by Jacob Shatzky, Ph.D. 


The Crisis in Human Affairs. By J. G. BENNEr?r. 231 pages. Cloth. 
Hermitage House. New York. 1951. Price $2.75. 


A British coal expert goes off on the tangent of—eternity. By this term 
he understands ‘‘that it is free from running down and free from tran- 
science ; it is the domain of structure and pattern; it is by which the possi- 
bility of choice enters human experience’’ (P. 164). He objects that peo- 
ple are ‘‘eternity blind,’’ and enmdshed in ‘‘megalanthropism.’’ Ben- 
nett’s ideas do not seem to be of religious nature; he produces a mixture 
of western and eastern ‘‘thoughts’’ forgetting that the former also con- 
tains knowledge of the unconscious, completely foreign to him. To eom- 
plicate matters, the second law of thermodynamies enters the picture, too, 
and results in utter confusion, ending up in some kind of mysticism beyond 
comprehension of this reader. 


Group Life. By Marsuaui C. Greco. 357 pages. Cloth. Philosophical 
Library. New York. 1950. Price $4.75. 


‘‘This book,’’ states the author, ‘‘is an attempt to introduce a new idea 
that will change the meaning of social and personality conflicts as radically 
as did Freud when he reported an hysterical symptom is effeeted by a mo- 
tive and not a neutral mechanism or an inherently weak neurology.’’ The 
author attempts to explain neurotic disturbances, and their treatment, from 
a historical, group life approach. He treats man as an indivisible phase of 
his group life, rather than from a genetic, individualistic approach. 

Although this book, of necessity, is highly theoretical, new methods of 
diagnosis and treatment are illustrated through an abundance of ease 
material. There is no doubt that the author’s results are most worthy and 
not to be ignored. 
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Return to Life. By Li.y MacLeop. 128 pages. Cloth. Lippincott. 
Philadelphia. 1951. Price $2.00. 


In this book the author tells of a period of her life during which she was 
threatened by cancer. She describes in detail her different emotional re- 
actions. 

In her introduction, she states, ‘‘There will be those who, knowing this 
book to be written of a disease whose very name is a synonym for terror, 
will not want to hear what I have to say; who will turn away from the 
starkness that is part of all that happened. . . . It is because I did share 
their feelings that this book is written.’’ 

The reading of this book will give hope and courage to those who suffer 
from a malignant disease. 


Race and Psychology. By Orre Ki.1Neserc. 40 pages. Paper. UNESCO. 
Paris. 1951. Price 25 cents. 

The Roots of Prejudice. By Arno.p Rose. 44 pages. Paper. UNESCO. 
Paris. 1951. Price 25 cents. 


It is a bit difficult to determine to what level of reader these pamphlets 
are directed. They are not written in an interesting enough fashion for 
‘‘popular’’ consumption, and they do not explore the subject deeply 
enough to be interesting for those who have more than a rudimentary 
knowledge of the subject. The material given is certainly accurate and 
timely, but, except perhaps on a high school level, the value of these pamph- 
lets in this country is limited. 


Psychoanalysis, Man, and Society. By Pau Scumper. 356 pages. 
Cloth. Arranged by Lauretta Bender. Norton. New York. 1951. 
Price $4.00. 


This is a collection of 20 papers, most of them published during Schilder’s 
lifetime. Most remarkable are the well-known studies on criminology. All 
papers in this volume pertain to the relation between psychiatry and social 
problems. Schilder concludes: ‘‘The task of psychiatrist is obviously a 
non-political one.’’ As usual in Schilder’s writings, the deductions are 
brilliant, unorthodox, full of important clinical observations. 


Time of Hope. By ©. P. Snow. 416 pages. Cloth. Maemillan. 1950. 
Price $3.50. 


Here is a psychologically quite correct deseription of a severe psychic 
masochist, presented in an excruciatingly boring fashion. The author is, 
amazingly enough, among other things, also a regular book reviewer of the 
London Times. Obviously, to write a readable novel, requires more than 
relative insight into the central character. 








720 BOOK REVIEWS 


You Can Start All Over. By MarJorm H. Rovuisron (Marjorie Hillis). 
141 pages. Cloth. Harper. New York. 1951. Price $2.50. 


Those who previously enjoyed the author’s witty approach to some of 
life’s tougher problems, will not want to miss this latest edition to the 
Hillis philosophy. 

You Can Start All Over is a compost of common sense, and sincere advice 
about facing widowhood realistically with special emphasis on such dan- 
gers as self-pity, re-adjusting to a new type of social life and the advant- 
ages and disadvantages to be encountered if one plans to re-marry. It is 
frothy but basically wise. 


Selected References on Test Construction, Mental Test Theory, and 
Statistics—1929-1949. By Howarp W. GoHEEN and SAMUEL Kav- 
rucK. 209 pages. Paper. Uni 3 Civil Service Commission. 
Washington, D. C. 1950. Priee $1.5 


This work lists 2,544 references related to topics indicated by the title. 
The design is such that references are easily found, and the manual is ex- 
haustive enough to save both time and labor in research within the areas 
covered. It would be expected, however, that only a limited number, con- 
cerned with devising tests under pressure of time, would find the work 
useful. 


The Best Science Fiction Stories—1949. Everett F. Bleiler and T. E. 
Dikty, editors. 314 pages. Cloth. Frederick Fell, Inc. New York. 
1949. Price $2.95. 


This collection of stories is not outstanding. Although several are chal- 
lenging, they are overbalanced by others attempting to popularize scientific 
fact and leaving all but the extremely naive reader somewhat confused. It 
is also regrettable that modern science fiction, if correctly represented by 
this book, is becoming more and more a tool for a rather crude form of 
social propaganda. 


Emotions and Clinical Medicine. By Staniey Cops, M.D. 224 pages. 
Cloth. Norton. 1950. Price $3.00. 


This book records the Salmon Lectures delivered by Dr. Cobb in Novem- 
ber 1949. 

In the first five chapters, he reviews the anatomy and physiology of the 
nervous structures which go into the formation of emotional reactions. The 
chapters which follow make an attempt to define emotion, describe cerebral 
lesions (including lobotomies) which have altered emotion, and describe 
the clinieal side of the problem of human emotions. 
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NEWS AND COMMENT 


DR. VERNON C. BRANHAM DIES AT 61 


Vernon C. Branham, M. D., nationally-known authority on criminal psy- 
chopathology and former superintendent for nine years of the Woodbourne 
(N. Y.) Institution for Defective Delinquents, died at his home in Silver 
Springs, Md., on October 23, 1951 at the age of 61. Dr. Branham was for- 
merly chief of the Veterans Administration out-patient service in the psy- 
chiatry and neurology division. He was founder and editor for many 
years of the Journal of Criminal Psychopathology, later the Journal of 
Clinical Psychopathology. He had held many posts in the New York State 
service before going to the Veterans Administration, the greater number 
in the Department of Correction. 

Born in Denver, he received his M. D. from the University of Colorado 
in 1919 and interned at St. Elizabeths Hospital, Washington, D. C. His 
later posts included that of senior assistant physician at the New York 
State Psychiatrie Institute and Hospital, director of psychiatric clinies for 
the State Commission for Mental Defectives and deputy commissioner of 
correction in charge of all prison psychiatric services. He established a 
school for keepers at Sing Sing in 1931 and in 1933 re-organized the state 


prison industries after a psychiatric and psychological study. He was a 
~ founder of the National Crime Prevention Institute and served it as a 
vice-president. He was a fellow of the American Medical Association and 
the American Psychiatrie Association. 
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ANALYTICAL PSYCHOLOGY LECTURES ANNOUNCED 

The Medical Society of Analytical Psychology announces a seven-session 
seminar, ‘‘ Introduction to Jungian Theory and Practice,’’ to be conducted 
at the Academy of Medicine, New York City, on Wednesday evenings from 
January 9 to Mareh 5, 1952. The seminar is for physicians, psychother- 
apists and lecturers on psychoanalysis or psychiatry. Information may 
be obtained from Werner Engel, M. D., 123 West 74th Street, New York 23, 
N. Y. 


DR. EWALT NAMED MASSACHUSETTS COMMISSIONER 


Jack R. Ewalt, M. D., of Houston, Texas, has been named commissioner 
of the Department of Mental Health for the Commonwealth of Massa- 
chusetts by Governor Paul A. Dever. Dr. Ewalt is widely known as a 
clinician, teacher and writer. The Massachusetts legislature enacted spe- 
cial laws, including a salary increase, to permit his appointment. 
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FREUD DOCUMENTS SOUGHT 


The Sigmund Freud Archives, Inc., is making an appeal for information 
to all persons possessing letters to and from Dr. Freud, and to all persons 
who had contact with him personally, regardless of how well they knew 
him or in what function—friend, brief acquaintance or patient. 

The Sigmund Freud Archives was incorporated last February in New 
York by a group of internationally-known psychoanalysts. Bertram D. 
Lewin, M. D., is president. The aim of the group is to collect all manu- 
seripts, publications and other documents for information relating to Freud 
and to his scientific activities. The Library of Congress will serve as 
eurator of the collection, and confidential material will be ‘‘restricted’’ if a 
donor so requests. 
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SILVERMAN IS NEW JERSEY PSYCHOLOGIST EDITOR 


The Newark (N. J.) College of Arts and Sciences of Rutgers University 
announces that Hirsch Lazaar Silverman, Ph.D., has been named editor of ~ 
The New Jersey Psychologist, published by the New Jersey Psychological 
Association. Dr. Silverman is assistant professor of psychology at the 
Newark College. He has taught both psychology and philosophy and holds 
diplomas in oriental psychology. His published works inelude a number 
of contributions to this journal. 
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GENERAL SEMANTICS COURSE ANNOUNCED 


The fourteenth winter intensive seminar in general semantics is an- 
nounced by the Institute of General Semantics of Lakeville, Conn. The 
seminar will be given at Lime Rock Lodge near the Institute, and will be 
conducted from December 27, 1951 to January 2, 1952. 
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